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A significant proportion of helping professionals experience functional impairment related 
to elevated personal symptoms of psychological distress as the result of frequent empathic 
engagement with distressed others. Research suggests that training strategies which 
explicitly inform and prepare these professionals are effective in preventing elevated 
symptoms and impairment. However, research conducted to date has focused on helpers 
in registered professional roles (e.g., medical practitioners, psychologists). Whether 
telephone crisis support workers, who frequently speak with highly distressed and 
suicidal callers, are impacted and can be assisted in similar ways is not currently reported 
in the literature.  
This doctoral research is the first known research program to examine whether telephone 
crisis support workers experience impaired functioning related to elevated symptoms of 
psychological distress as the result of frequent empathic engagement with callers. The 
three studies which comprise this thesis are mapped to recommended stages of 
preventative intervention research program development. Studies seek to identify 
mechanisms of telephone crisis support workers’ functional impairment, with the ultimate 
goal of informing the development and/or modification of service strategies to optimise 
workers’ psychological wellbeing and functioning.  
The first study within this thesis (Chapter 2) contains a systematic review of the literature 
to identify what is currently known about telephone crisis support workers’ symptoms of 
psychological distress and functional impairment. Definitive conclusions are not able to be 
drawn from the review due to the paucity and methodological limitations of studies 
conducted to date. Results identify a need for further research to examine the impact of 
their role on telephone crisis support workers’ wellbeing, the extent to which their 
wellbeing impacts their performance and caller outcomes, and whether current training 




The second study (Chapter 3) tests the fit of a hypothesised model of telephone crisis 
support workers’ functional impairment to data from a representative national sample of 
telephone crisis support workers. The hypothesised model is informed by the American 
Psychiatric Association-endorsed stress-distress-impairment continuum, grounded in 
neuroscientific theory of empathic engagement with distressed others, and 
operationalised according to mechanisms identified as underpinning psychological 
distress and functional impairment among helping professionals. Results suggest adequate 
fit, and support the interactive effects of difficulties with emotion regulation, symptoms of 
psychological distress, suicidal ideation and low intentions to seek help for personal 
symptoms and ideation on workers’ functional impairment.  
Study three (Chapters 4 and 5) builds on the results of previous studies by using a mixed 
methods, repeated measures design to examine telephone crisis support workers’ 
impairment within specific functional domains during the week before and the week after 
completing a shift on the crisis line. Quantitative results suggest that telephone crisis 
support workers may experience strong, negative affective responses to speaking with 
callers, and that these responses are associated with symptoms of psychological distress 
and functional impairment where help is not sought and adaptive coping strategies are not 
used. Qualitative findings illuminate quantitative results, and suggest that service 
strategies should not only aim to minimise negative outcomes such as psychological 
distress and impairment, but also enhance possibilities for satisfaction and growth. 
Research on the impact of their role on telephone crisis support workers’ psychological 
wellbeing and functioning is in its infancy. Accordingly, the findings in this thesis address 
significant gaps in the literature. The significance of this thesis also largely lies in its 
conjunctive use of three perspectives to develop an explicit theoretical framework, which 
has been systematically tested to produce an empirically-supported model of the process 
by which telephone crisis support workers’ become impaired by symptoms of 




it has on workers’ delivery of support to callers. The findings presented in this thesis have 
the potential to make significant contributions by directly informing the development 
and/or modification of existing service strategies to optimise telephone crisis support 
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CHAPTER 1 - INTRODUCTION 
1.1 Preamble 
“A crisis line volunteer is feeling upset and shaken following a call. This is not the first 
time these feelings have arisen. In the past few months, the volunteer has had 
recurring nightmares and has been impatient with callers. The volunteer has reduced 
the number of hours he is on the line, but the nightmares and negative emotions 
persist. He is contemplating quitting.” (Kinzel & Nanson, 2002, p. 126) 
 There is currently a dearth of literature focusing on how telephone crisis support 
workers are impacted by frequently speaking with crisis callers. In fact, the telephone 
crisis support modality is one of the least understood, particularly in terms of the impact 
of the role on the worker (Dunkley & Whelan, 2006). This thesis aims to address this 
significant research gap by investigating the impact of frequent empathic engagement 
with crisis callers on telephone crisis support workers’ psychological wellbeing and 
functioning. This research uses a mixed-methods approach, permitting unique and 
detailed insights into the experiences of telephone crisis support workers. The thesis is 
positioned in the theoretical frameworks of the American Psychological Association-
endorsed stress-distress-impairment continuum (Advisory Committee on Colleague 
Assistance [ACCA], n.d.), and the neuroscientific theory of empathic engagement with 
others who are in distress, and operationalised according to identified mechanisms of 
functional impairment related to symptoms of psychological distress. The findings of this 
research have the potential to inform the development and/or modification of existing 
service strategies to optimise telephone crisis support workers’ psychological wellbeing 
and functioning, including their delivery of support to callers.  
1.2 Telephone crisis support 
 Telephone crisis support services provide essential infrastructure and suicide 
prevention intervention for individuals in crisis. Crisis lines overcome many of the 




disability, geographical location, socioeconomic status, lack of emotional competence, 
limited mental health literacy, stigma, negative attitudes toward help-seeking and the 
need for autonomy and personal control (Gilat & Rosenau, 2011; Mohr, Hart, Howard, 
Julian, Vella & Feldman, 2006; Reese, Conoley & Brossart, 2002). Unlike face-to-face 
services, crisis lines operate on a 24 hour basis, are immediately available to anyone with 
access to a telephone, and are usually free of cost (Coman et al., 2001; Masi & Freedman, 
2001; Reese, Conoley & Brossart, 2006). These services also allow the caller to remain 
anonymous, provide a sense of safety, an emotionally secure environment, and the ability 
to control the content and direction of the conversation, as well as the actions they will 
take as a result of the call (Paukert, Stagner & Hope, 2004; Wang, 2000). For these reasons, 
calls to crisis lines continue to increase each year (Lifeline Australia, 2016). While some 
Australians access telephone crisis support services for interim support (e.g., between 
appointments with helping professionals) (Taylor & Furlonger, 2011), others rely on these 
services as their sole source of support (Coman et al., 2001; Urbis Keys Young, 2003).  
 Crisis lines reach a wide spectrum of the population (Mishara et al., 2007), and 
provide support for a more diverse range of issues than many face-to-face mental health 
services (Masi & Freedman, 2001). Approximately one quarter of all callers disclose 
having a diagnosed mental disorder, most commonly anxiety and/or affective disorders 
(Lifeline Australia, 2012; Burgess et al., 2008). Up to one third of callers may be suicidal at 
the time of contact, and could not or would not access clinical services in their suicidal 
state (Lifeline Australia Research Foundation, 2013). Callers’ crises also commonly relate 
to family and relationship issues, abuse or trauma, and social isolation (Burgess et al., 
2008; Ingram et al., 2008; Spittal et al., 2015).  
 While the remit and approach of crisis lines vary widely (see Coveney, Pollock, 
Armstrong & Moore, 2012 for a review), they generally provide emotional support, suicide 
prevention and links to practical resources to individuals in crisis – a transient state of 




(Kalafat et al., 2007). The support is designed to alleviate the caller’s immediate distress, 
assist them to manage the situation that has precipitated the crisis, and, where 
appropriate, suggest services that may offer more specialised, professional support 
(Barber et al., 2004; Kalafat et al., 2007). Assistance from crisis lines is intended to 
complement traditional healthcare services (Gould et al., 2012), and to be a one-off and 
time-limited intervention (Coman et al., 2001; Kalafat et al., 2007). An emphasis is 
commonly placed on building rapport with callers through listening with respect, concern, 
and a non-judgmental attitude (Hall & Schlosar, 1995; Kalafat et al., 2007). 
 Research suggests that contact with a crisis line significantly reduces callers’ 
suicidality and improves their mental state. Studies demonstrate significant reductions in 
callers’ suicidality, hopelessness, sadness, anger, guilt and shame during the course of the 
call, with continuing decreases during the weeks following contact (Gould, Kalafat, 
Munfakh, & Kleinman, 2007; Kalafat, Gould, Munfakh, & Kleinman, 2007; King, Nurcombe, 
Bickman, Hides, & Reid, 2003). Findings suggest that crisis lines also effectively facilitate 
engagement with necessary intervention by mental health programs and clinical services. 
For example, more than 50% of callers in one study who were offered referrals to clinical 
services had taken action post-call to access these services (Gould, Munfakh, Kleinman, & 
Lake, 2012). Taken together, these results suggest that crisis lines effectively support 
individual help-seeking, and act as mechanisms for creating pathways to professional 
services. 
1.3  Lifeline Australia 
Lifeline provides the largest and most well-known telephone crisis line in Australia 
(Schofield, 2013; Spittal et al., 2014). Founded in 1963, Lifeline is a not-for-profit 
organisation that provides crisis support, access to suicide prevention and mental health 
services (Pirkis et al., 2015). Key amongst these is the 13 11 14 telephone line, a national 
crisis line which operates from 41 call centres nationwide. The crisis line is staffed by 




small number of whom have received specific training and are paid to complete additional 
roles or responsibilities (Spittal et al., 2015). Individuals in crisis who call Lifeline’s 
national crisis line are able to speak with a TCS 24 hours per day, 365 days per year.   
During the 2016 financial year,  Lifeline TCSs spoke with 975, 144 Australians, 
representing a sixteen percent increase from the 2015 financial year, and an increase of 
twenty-five percent from the 2014 financial year (Lifeline Australia, 2016). The majority of 
these calls related to family and relationships, mental health and personal issues (Lifeline 
Australia, 2016). Approximately 125 calls per day were made by individuals considering 
suicide (Lifeline Australia, 2016), approximately ten percent of which would have 
required the TCS to initiate intervention by emergency services in order to save the 
caller’s life (Lifeline, 2012). 
In order to become a Lifeline TCS, interested individuals firstly attend a screening 
interview to ascertain their suitability to the role. Selected individuals are then invited to 
complete Lifeline’s Workplace Training course. This national, accredited course is 
designed to equip TCSs with the knowledge and skills to provide short-term support to 
callers via the crisis line (Lifeline Australia, 2014). The training is delivered in three 
phases. Phase 1 involves a minimum of 55 hours of e-learning and face-to-face training 
and group supervision. At the end of phase 1, the trainee’s competence is assessed via a 
role-played call, with competent trainees invited to become a Probationary TCS. In Phase 
2, Probationary TCSs observe an accredited TCS on shift, complete a minimum of 16 hours 
of assessed shifts, and attend group supervision. Those assessed as competent are then 
invited to complete phase 3. In phase 3, Probationary TCSs complete a minimum of 92 
hours on the crisis line, and attend 4 group supervision sessions over 12 months. Those 
who are assessed as competent at the end of phase 3 received their accreditation as a TCS 
(Lifeline Australia, 2014). TCSs are required to complete a minimum of 185 hours on the 
crisis line, 8 hours of professional development, and attend 4 group supervision sessions 




Lifeline TCSs are trained to implement an evidence-based, five-stage Crisis Support 
Practice Model (Figure 1.1). In stage one, the TCS builds rapport with the caller, promotes 
a pattern of reciprocal dialogue, is alert to suicide cues and looks for an opportunity to ask 
the caller about suicide whenever possible and appropriate. During stage two, the TCS and 
caller work together to shape a focused conversation that meets the caller’s immediate 
needs while setting a realistic goal for the contact. The TCS’s goal in stage three is to hear 
the caller’s pain and seek to understand what lies behind it. The TCS assists the caller to 
review, clarify and reframe how they are dealing with the situation and their capacity to 
deal with it. The TCS must remain alert to any safety issues which may emerge during this 
stage, and be mindful of the potential need to ask about suicide if this has not been done 
earlier. In stage four, the TCS helps the caller to review which of their current coping 
strategies are working and not working, explore new options, consider new information, 
and consider ways to access informal and formal resources. During stage five, the focus 
moves to specific actions the caller can take following the call. 
 





1.4 Conceptual framework 
The theoretical basis for the impact of frequent empathic engagement with crisis 
callers on telephone crisis support workers’ psychological wellbeing and functioning is 
related to three perspectives. Firstly, it is informed by the American Psychological 
Association-endorsed stress-distress-impairment continuum (Advisory Committee on 
Colleague Assistance [ACCA], n.d.). Secondly, it is grounded in the neuroscientific theory of 
empathic engagement with others who are in distress. Thirdly, it is operationalised 
according to identified mechanisms of functional impairment related to symptoms of 
psychological distress. A brief description of each perspective follows, including a 
discussion of the rationale for using these approaches in conjunction. 
Stress-distress-impairment continuum 
 Research suggests that helping professionals (e.g. medical practitioners, 
psychologists) are at risk of experiencing functional impairment, including failure to 
provide services within professional standards of care. For example, a significant 
proportion of psychologists report having delivered sub-optimal or even inadequate care 
(Guy, Poelstra & Stark, 1989), or having worked “when too distressed to be effective”, 
despite believing this to be unethical (Pope, Tabachnick & Keith-Spiegel, 1987).  
 The American Psychological Association-endorsed stress-distress-impairment 
continuum (Figure 1.2; ACCA, n.d.) indicates the likely progression from stress to distress 
to impairment to improper behaviour for psychologists who do not pursue appropriate 
ameliorative effects to interrupt this progression. The continuum posits that all 
psychologists experience stress, but that specific occupational stressors place them at risk 
of experiencing distress. Distress is defined as “an experience of intense stress that is 
unresolved, and therefore distracting and difficult to manage” (ACCA, n.d., para. 9). 
Helpers who use inappropriate or ineffective means to manage their distress are at 
greater risk of impairment. Impairment is defined as “a condition that compromises the 




ineffective” (ACCA, n.d., para. 10). The functionality of the impaired helper is 
compromised, increasing the likelihood of inappropriate and unethical behaviour, and 
posing a threat to those who seek their services. The continuum is a useful heuristic 
against which helpers may monitor and carefully manage their own personal stresses and 
needs, in order to ensure optimal professional functioning (ACCA, n.d.).  
 
Figure 1.2. APA-endorsed stress-distress-impairment continuum. 
Neuroscientific theory of empathic engagement with distressed others 
 Recent research has particularly advanced the study of the process underpinning the 
phenomenon of functional impairment among helping professionals. Empathy is an 
essential factor in effective helping (Cozolino, 2006; Lambert & Barley, 2002). It is thought 
to account for approximately 10% of the variance in psychotherapy outcomes (Bohart et 
al., 2002). However, in the last decade neuroscience has also identified empathy as a 
primary conduit for helpers’ development of personal distress (Decety & Lamm, 2006; 
Figley, 2002; Rothschild, 2006). Neuroimaging studies demonstrate that when we engage 
with others in distress, two interrelated component processes involving distinct patterns 
of neural activation take place: affect sharing and emotion regulation. 
Affect sharing 
 Studies suggest that observing or imagining another person in a particular emotional 
state automatically activates a representation of that state, as well as accompanying 
autonomic, somatic and affective responses (Gibbons, 2011; Preston and de Waal, 2002). 
Termed ‘affect sharing’ – this bottom-up process has been attributed to the human mirror 
neuron system – a cortical network composed of the rostral part of the inferior parietal 
lobe, the causal sector of the inferior frontal gyrus and parts of the premotor cortex 
(Decety & Lamm, 2006; Gallese, 2004; Rizzolatti, 2005; Singer & Lamm, 2009). Several 




emotional state activates a subset of those neural areas that are active when the state is 
experienced by the self (see Bird & Viding, 2014 for a review), and research investigating 
the physiological correlates of empathy has found concordant electroencephalogram 
(EEG) activity between therapist and client during moments of deep empathic resonance 
(Stratford et al., 2012).  
Emotion regulation 
 The second component process which occurs in response to empathic engagement 
with others in distress is emotion regulation - top-down, executive control processes to 
self-regulate the helper’s affective response to what has been observed (Decety & Meyer, 
2008; Preston & Hofelich, 2012). Research suggests that emotion regulation moderates 
the relationship between affect sharing and personal symptoms of psychological distress 
(Eisenberg & Eggumm, 2009). While affective sharing is inevitable and conducive to 
empathy, exposure to others’ distress in the absence of adequate emotion regulation is 
likely to lead to personal distress (Decety & Jackson, 2004), which often precludes 
empathic concern and the delivery of optimal support (Thomas, 2013).  
 Empathy is regarded as a critical feature of crisis lines and other front-line services 
for individuals in crisis, as it is in psychotherapy (Hoff, Hallisey, & Hoff, 2009; Lester & 
Rogers, 2012). By engaging empathetically with highly distressed and suicidal callers in 
the absence of non-verbal information, it is likely that telephone crisis support workers 
experience heightened mirror neuron activation, and stronger subsequent affective, 
autonomic and somatic responses. In the context of frequent exposure to others’ distress, 
telephone crisis support workers who do not come to the role with, and are not explicitly 
trained in emotional regulation skills are likely to experience elevated personal symptoms 
of distress and functional impairment, including the delivery of sub-optimal support to 





Mechanisms of functional impairment among helping professionals 
Symptoms of psychological distress 
 An identified pathway to helpers’ functional impairment is via elevated symptoms of 
psychological distress. An individual’s experience of distress does not necessarily result in 
functional impairment (O’Connor, 2001). However, it often precedes functional 
impairment and is considered a “warning signal” (Baker, 2003, p. 21). Helpers are at risk 
of experiencing elevated symptoms of depression and suicidal ideation (Deutsch, 1985; 
Gilroy, Carroll & Murra, 2002; Pope & Tabachnick, 1994), burnout (Rupert & Kent, 2007; 
Rupert & Morgan, 2005), and compassion fatigue, also known as secondary traumatic 
stress (Shapiro et al., 2007). Certain occupational hazards increase helpers’ risk of 
distress, including negative client behaviours (e.g., suicidality or aggressiveness), 
professional and emotional isolation, lack of therapeutic progress, demanding paperwork 
and administrative duties, multiple roles (e.g., administrator, clinician, researcher) and 
long work hours (Norcross, Guy & Laidig, 2007; O’Connor, 2001; Smith & Moss, 2009).  
 Like professional helpers, telephone crisis support workers are frequently exposed to 
others in distress, including those experiencing severe mental health issues and/or 
considering suicide (Gould et al., 2007; Kalafat et al., 2007; Mishara et al., 2007a). There 
are also a number of unique occupational hazards associated with the telephone crisis 
support context. Telephone crisis support workers are unable to utilise non-verbal 
communication cues, anticipate or control the types of calls received, or track changes in 
the caller due to the ‘one-shot’ nature of crisis line contact (Coman et al., 2001). They also 
generally have less education, and are less likely to have access to supervision and ongoing 
professional development than helpers in a registered professional role (Baird & Jenkins, 
2003). Turnover and resignation rates among telephone crisis support workers are high, 
increasing the workload for remaining workers, the majority of whom are not paid for 
their time (Kinzel & Nanson, 2000). Like professional helpers, these occupational hazards 




Personal and work factors 
Research has identified a number of personal and work factors which increase 
helpers’ risk for distress. Personal risk factors include younger age (Guy et al., 1989; 
Nelson-Gardell & Harris, 2003; Pope et al., 1994), female sex (Brady et al., 1999; Gilroy, 
Carrol & Murra, 2002; Guy et al., 1989; Kassam-Adams, 1999; Pope et al., 1994; Sprang, 
2007), regional/rural location (Meldrum et al., 2002; Sprang, 2007), lower levels of 
educational attainment (Pearlman & MacIan, 1995), history of mental health issues and 
suicide (Nelson-Gardell & Harris, 2003), self- rather than other-oriented motivations for 
helping (Stukas et al., 2014), and lower levels of experience in helping roles (Creamer & 
Liddle, 2005; Pearlman & MacIan, 1995; Ray et al., 2013).  
According to the most recent national survey of telephone crisis support services, 
39% of telephone crisis support workers are under the age of 20-39 years, almost two-
thirds (65%) are female, and more than one-quarter (26%) have no qualifications past 
high school (Urbis Keys Young, 2002). More than half of all workers surveyed (53%) 
identified joining the service to gain experience in counselling, 31% identified joining to 
support career development, and 23% to support study (Urbis Keys Young, 2002). Most 
workers (69%) reported having no previous counselling experience when they joined the 
service, and had been working within their current service for less than 2 years (67%) 
(Urbis Keys Young, 2002). A significant proportion of telephone crisis support workers are 
also located in regional/rural areas, and report a history of mental health issues or suicide 
(Mishara & Giroux, 1993). If these factors increase other helpers’ risk for personal 
symptoms of distress, it is plausible that they would also increase telephone crisis support 
workers’ risk for personal symptoms.  
Help-seeking 
The helper’s inappropriate or ineffective management of personal distress is an 
identified mechanism of his or her impaired personal functioning and helping 




many fail to employ adaptive strategies to cope with their personal symptoms. Research 
indicates that helpers are unlikely to seek help for elevated personal symptoms of distress, 
especially from a professional (Daronkamas, Burton & Cushway, 1994; Deutsch, 1985; 
Guy, 2000; Guy, Poelstra & Stark, 1989). Helpers who fail to seek help for elevated 
personal symptoms of distress are likely to deliver sub-optimal or even inadequate 
support (American Psychological Association; 2010; Guy et al., 1989; Pope et al., 1987). If 
this is true for professional helpers, it is plausible that telephone crisis support workers 
may also negate help-seeking for personal symptoms of distress, increasing their risk of 
impairment, including delivery of sub-optimal support to callers. 
A combined conceptual framework 
 There are various factors supporting the use of the perspectives provided by the APA-
endorsed stress-distress-impairment continuum, the neuroscientific theory of empathic 
engagement with distressed others, and the literature on registered professionals in 
conjunction. First, the APA-endorsed stress-distress-impairment continuum and the 
neuroscientific theory recognise that helpers with symptoms of psychological distress are 
likely to experience impaired functioning related to personal symptoms of psychological 
distress. Neuroscientific theory adds to these approaches by explaining the process by 
which helpers are likely to become impaired – in response to affect sharing during 
empathic engagement with callers in distress, and in the absence of adequate emotion 
regulation. Finally, the literature on helpers in registered professional roles recognises the 
influence of personal and work factors on the risk of experiencing symptoms of 
psychological distress, and that help-seeking moderates the relationship between 
psychological distress and functional impairment. Figure 1.3 illustrates the conceptual 
framework of telephone crisis support workers’ functional impairment that will guide the 
current thesis. Each study within this thesis will test hypothesised relationships within 





Figure 1.3. Conceptual framework of telephone crisis support workers’ functional 
impairment. 
1.5 Thesis aims and structure 
 Communities must have the capacity to respond to crises with appropriate 
interventions, including via crisis lines. However, the National Coalition for Suicide 
Prevention (NCSP, 2014) recently identified that Australia is performing poorly in the area 
of crisis intervention, with serious action planning required. As they are exposed to high 
risk, stressful and challenging situations, it is essential to train and support crisis workers 
“to manage their own needs, as well as the needs of those they respond to” (NCSP, 2014, p. 
21). There is an urgent need for ongoing service development to identify the impact of the 
role on telephone crisis support workers’ wellbeing, and determinants of worker 
wellbeing in the telephone crisis support context. 
 In order to optimise telephone crisis support workers’ psychological wellbeing and 
functioning, including their delivery of support to callers, service providers need to know: 
a) whether workers experience functional impairment related to elevated symptoms of 
psychological distress; and b) the mechanisms by which workers become distressed and 
impaired. The overarching aim is to answer the question: What service strategies are 
required in order to optimise telephone crisis support workers’ psychological wellbeing 
and functioning? In addressing this aim, the stages of this thesis are mapped to 
recommended stages of preventative intervention research program development 
(Mrazek & Haggerty, 1994): 
- Stage 1: identify the problem and review existing research. The first study 




known about telephone crisis support workers’ symptoms of psychological 
distress and functional impairment, current gaps in the literature and directions 
for future research. 
- Stage 2: conduct exploratory research. The second study (Chapter 3) explores 
telephone crisis support workers’ general levels of functional impairment and 
symptoms of psychological distress, and tests a hypothesised model of functional 
impairment. 
- Stage 3: confirm, extend upon and explain relationships found in exploratory 
studies. Study three (Chapters 4 and 5) examines the nature and determinants of 
telephone crisis support workers’ symptoms of psychological distress and 
functional impairment before, during and after a shift on the crisis line. 
- Stage 4: apply results to community service settings. The final chapter applies key 
findings from all three studies as recommendations for developing and/or 
modifying existing service training and support strategies to optimise telephone 
crisis support workers’ psychological wellbeing and functioning. This chapter will 
also summarise the findings from each study, present thesis limitations, 
implications, recommendations for future research and overall conclusions. 
The findings of each stage of this research program drive the content, design and 
hypotheses of the next.  
 This thesis is presented as a collection of manuscripts prepared for publication, with 
each chapter presenting a manuscript written for a specific journal. The structure of each 
manuscript is consistent with the style used by the journal for which it is written. While 
each journal requires a specific referencing style, all chapters are referenced in the style of 
the American Psychological Association (6th edition) for the sake of consistency 
throughout this thesis. References to the appendices have been included in the manuscript 




1.6 Significance and originality 
 This doctoral research is the first known research program to examine whether 
telephone crisis support workers experience functional impairment related to elevated 
symptoms of psychological distress as the result of frequent empathic engagement with 
crisis callers. The research incorporates an in-depth investigation of telephone crisis 
support workers’ experiences of functional impairment, and the neuroscientific processes 
theorised to underpin this phenomenon, with the ultimate goal of informing the 
development and/or modification of existing service strategies to optimise workers’ 
psychological wellbeing and functioning, including their delivery of support to callers.  
 Research on this topic is in its infancy. Accordingly, the significance of this research 
largely lies in its application of an explicit theoretical framework to the investigation of 
telephone crisis support workers’ experiences of functional impairment. This research is 
novel in its conjunctive use of the APA-endorsed stress-distress-impairment continuum, 
neuroscientific theory of empathic engagement with others in distress, and identified 
mechanisms of functional impairment among helping professionals for investigating the 
impact of their role on telephone crisis support workers’ psychological wellbeing and 
functioning. Such research is important given the pervasive effect this may have on 
telephone crisis support workers’ delivery of support to callers, and the dearth of 
literature to date focusing on this topic. There is also a need to develop an evidence-base 
from which service strategies can be validly developed or modified and evaluated. The 
research findings presented in this thesis have the potential to make significant 
contributions by directly informing interventions to optimise telephone crisis support 
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CHAPTER 2 - TELEPHONE CRISIS SUPPORT WORKERS’ PSYCHOLOGICAL DISTRESS 
AND IMPAIRMENT: A SYSTEMATIC REVIEW 
Kitchingman, T. A., Wilson, C. J., Caputi, P., Wilson, I., & Woodward, A. (2017). Telephone 
crisis support workers’ psychological distress and impairment: A systematic review. 
Crisis. Advance online publication. doi:10.1027/0227-5910/a000454 
2.1  Abstract 
Background: In order to respond to crises with appropriate intervention, crisis workers 
are required to manage their own needs as well as the needs of those they respond to. 
Aims: A systematic review of the literature was conducted to examine whether telephone 
crisis support workers experience elevated symptoms of psychological distress, and are 
impaired by elevated symptoms. 
Methods: Studies were identified in April 2015 by searching three academic databases, 
conducting a grey literature search and forward and backward citation chaining. 
Results: Of 212 identified studies, seven were included in the review. Results suggest that 
telephone crisis support workers experience symptoms of vicarious traumatisation, stress, 
burnout and psychiatric disorders, and that they may not respond optimally to callers 
when experiencing elevated symptoms of distress. However, definitive conclusions cannot 
be drawn due to the paucity and methodological limitations of available data. 
Limitations: While the most comprehensive search strategy possible was adopted, 
resource constraints meant that conference abstracts were not searched and authors were 
not contacted for additional unpublished information. 
Conclusions: There is an urgent need to identify the impact of telephone crisis support 
workers’ role on their wellbeing, the determinants of wellbeing in the telephone crisis 
support context, and the extent to which wellbeing impacts their performance and caller 
outcomes. This will help inform strategies to optimise telephone crisis support workers’ 




2.2  Introduction 
 Crisis intervention strategies that include readily accessible support without referral 
requirement are a fundamental suicide prevention strategy. Within Australia, non-clinical 
telephone and online crisis support services provide essential suicide prevention and 
intervention for individuals in crisis. Service operational data show that up to one third of 
callers to crisis lines and half of all visitors to crisis chat services may be suicidal at the 
time of contact (Lifeline Australia Research Foundation, 2013). Research indicates that 
contact with technology-based crisis services significantly reduces suicidality, improves 
mental state, and facilitates engagement with necessary intervention (Gould, Kalafat, 
Munfakh & Kleinman, 2007; Kalafat, Gould, Munfakh & Kleinman, 2007; King, Nurcombe, 
Bickman, Hides & Reid, 2003). 
 The National Coalition for Suicide Prevention (2014) has identified that our ability to 
ensure that communities have the capacity to respond to crises with appropriate 
interventions requires serious discussion and action. While a number of established 
services provide free support to individuals in crisis, including those in geographically 
isolated areas, and are beginning to be integrated with national treatment initiatives (e.g., 
ATAPS Suicide Prevention Program), a number of recommendations need to be enacted to 
ensure that individuals in a crisis situation have access to emergency care, including 
through telephone helplines and the internet. Among these is the recommendation to train 
crisis support workers to manage their own needs as well as the needs of those they 
respond to. 
 Research identifies a number of occupational hazards associated with helping roles 
(e.g., medical practitioner, psychologist). The greatest hazard is the impact of the distress 
of others on the helper. As a consequence of constantly providing care to others in 
distress, helpers self-report a variety of problems including elevated symptoms of anxiety, 
depression and suicidal ideation (Gilroy, Carroll & Murra, 2002; Pope & Tabachnick, 




2005), vicarious traumatisation (McCann & Pearlman, 1990; Pearlman & MacIan, 1995), 
and compassion fatigue (Shapiro, Brown & Biegel, 2007). 
A significant proportion of helpers report impaired functioning associated with 
elevated symptoms of psychological distress. Impaired personal functioning is commonly 
clustered around emotional exhaustion, fatigue, irritability, problems with interpersonal 
relationships and sleep disturbance (Mahoney, 1997; Thoreson, Miller, & Krauskopf, 
1989). Large-scale surveys also suggest helpers who experience elevated personal 
symptoms of psychological distress are unable to communicate or use their key skills 
effectively (Sherman & Thelen, 1998; West & Shanafelt, 2007), and are likely to deliver 
sub-optimal or even inadequate care (American Psychological Association, 2010; Guy, 
Poelstra & Stark, 1989; Pope, Tabachnick & Keith-Spiegel, 1987). By doing so, these 
helpers forego their ethical responsibilities to practice within the limits of their 
competence, and prevent harm that might occur as a result of their impaired conduct 
(Wise, Hersh & Gibson, 2012). 
To date, research investigating helper distress and impairment has focused on 
professionals providing face-to-face support to those in distress. As a result, helpers who 
may be at risk of experiencing elevated symptoms of distress and impairment but do not 
fit this description have been overlooked.  
Helpers who deliver support by telephone, particularly within the crisis sector, are 
frequently exposed to others in distress. Telephone crisis support workers routinely speak 
with callers who are experiencing severe mental health issues or are at imminent risk of 
suicide (Gould et al., 2007; Kalafat et al., 2007; Mishara et al., 2007), and hear graphic 
descriptions of horrific life events and the consequences (Kinzel & Nanson, 2000). Their 
role is to listen and support the caller to manage his or her own crisis, providing 
information and referrals to help-services where appropriate (Hall & Schlosar, 1995; 
Burgess, Christensen, Leach, Farrer & Griffiths, 2008). Emphasis is placed on listening 




 A number of unique stressors are present for helpers working within the telephone 
crisis support context. These stressors include the absence of non-verbal communication 
cues, the inability to anticipate or control the types of calls received, and the inability to 
track changes in the caller due to the ‘one-shot’ nature of crisis line contact (Coman, 
Burrows & Evans, 2001). Turnover and resignation rates are high, increasing the workload 
of remaining staff, the majority of whom are not paid for their time (Kinzel & Nanson, 
2000). Telephone crisis support workers also generally have less education, and are less 
likely to have access to supervision and ongoing professional development than helpers in 
a registered professional role (Baird & Jenkins, 2003). These stressors may increase 
telephone crisis support workers’ vulnerability to occupational hazards and impaired 
performance. 
In order to optimise telephone crisis support workers’ wellbeing and service 
provision, service providers need to know (a) whether workers experience elevated 
symptoms of psychological distress; (b) whether elevated symptoms impair workers’ 
personal functioning and service delivery; and (c) the mechanisms by which workers 
become distressed and impaired. The current study is a systematic review of the literature 
to uncover what is currently known about telephone crisis support workers’ distress and 
impairment. The review sought to answer the following questions: 
1) Do telephone crisis support workers experience elevated symptoms of 
psychological distress? 
2) Do telephone crisis support workers experience functional impairment 
associated with elevated symptoms of psychological distress? 
2.3 Methods 
 The review was planned, conducted and is reported in accordance with the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Statement (Moher, 




Databases and search methodology 
 The databases CINAHL (1937), Medline (1946), PsycINFO (1806) and Scopus (1995) 
were systematically searched from inception through to March 2016. Search terms were 
generated by examining terminology used in the literature (see Appendix 8). Wildcard and 
truncation symbols were used to increase chances of selecting studies that reported 
symptoms of psychological distress or impairment in telephone crisis support workers. 
Google and Google Scholar were also searched, forward and backward citation chaining 
was conducted from each included study, and experts were consulted in order to identify 
additional potentially relevant studies. Only full text, English-language publications which 
had been subjected to the peer-review process were sought. 
Study selection 
 Figure 1 presents a flow chart for the selection of included studies. The initial 
database search returned 207 studies. Five additional studies were identified through grey 
literature search, forward and backward citation chaining. After the removal of duplicates, 
191 records were screened, of which 97 were excluded. The full text of 94 potentially 
relevant articles was screened. In order to be included in the review, studies were 
required to: (a) use a measure of psychological distress and/or impairment; (b) examine 
telephone crisis support workers (i.e., not crisis callers, not telephone line workers who do 
not deliver crisis support [e.g., workers on lines for smoking cessation/monitoring health 
care treatment compliance], or crisis workers who do not deliver support by telephone 
[e.g., mobile crisis teams]). In all, 87 studies did not meet the selection criteria and were 
excluded. Seven studies met the selection criteria and were included in the review. 
Eligibility assessment was performed independently in an unblended, standardised 





Figure 2.1. PRISMA flow diagram. 
Data extraction 
 The seven studies included in the review were coded using a pre-formulated rating 
sheet according to the following characteristics: 
- Author(s) and date of publication; 
- Location of study; 
- Sample characteristics (N, age, % female, population, exclusion criteria); 
- Study design (data collection method, participant selection method); 
- Outcome variable; 
- Study variables; and 
- Findings. 
Data were examined on participants’ symptoms of psychological distress, impairment 





 The methodological quality of each included study was determined using a quality 
rating list of 15 criteria (Van Uffelen et al., 2010). Criteria had a yes (1 point); no (0 points); 
or unclear (0 points) answer format. All criteria had the same weight, and a quality score 
ranging from 0 to 15 points was calculated for each study (see Appendix 9). The number 
and proportion of studies scoring a point for each quality criterion are reported in 
Appendix 10. The median quality score for the included studies was 10 (25th-75th 
percentiles = 9-13) points of 15. Hypotheses, variables, data sources and data collection 
methods were reported for all studies. Most studies scored a point for presenting the 
study design (n = 4), reporting the validity of study measures (n = 4), reporting the target 
population (n = 6), describing participant recruitment (n = 6) and selection processes (n = 
4), describing the study sample (n =5), and reporting the number of participants who 
provided data at each stage of the study (n = 4). However, very few studies reported 
participant inclusion and/or exclusion criteria (n = 2) or described reliability of measures 
used in the study (n = 3). No studies used random sampling. Appendix 10 provides the 
quality assessment of each study. Criteria for quality assessment and the number and 
proportion of included studies scoring a point for each criterion are reported in Appendix 
11. 
2.4 Results 
 The characteristics of each included study are reported in Table 2.1. The following is 
an overview of study characteristics and findings.  
Study characteristics 
Year published 
 Included studies were published between 1973 and 2013. Most studies were 
conducted between 2000 and 2013 (n = 4). Two studies were conducted in the 1990’s and 





 Studies were conducted in the United States (n = 3), Australia (n = 2), Canada (n = 1) 
and the United Kingdom (n = 1). 
Methodologies employed 
 All seven studies were conducted using quantitative methods. Most studies (n = 6) 
used a self-report survey. Diagnostic interviews were conducted in one study. 
Sample characteristics 
 The number of participants in included studies ranged from n = 54 to n = 131. Most 
studies (n = 5) had between 80 and 131 participants. The remaining studies (n = 2) had 54 
and 62 participants, respectively. One study used random selection. The remaining studies 
(n = 5) used self-selection sampling. Data reported on the age of participants varied. Five 
studies provided an age range in years and the mean age of participants. The remaining 
two studies did not report any data on participants’ ages. Six studies included both males 
and females. The percentage of female participants in these studies ranged from 49.0 to 
88.7%. One study did not report any data on participants’ sex. 
Population 
 Studies included telephone crisis support workers from suicide prevention services, 
sexual assault and trauma-related agencies, and youth and parent support lines. One study 
recruited volunteers from a helpline run by university students, and a control group of 
students from the same university who had never worked on a crisis line. A further study 
recruited undergraduate psychology students, suicide hotline volunteers and graduate 
students in clinical and counselling psychology programs, which served as non-
professional, paraprofessional and professional groups, respectively. The authors of this 
study did not report distress or impairment data for participants in these separate groups. 
Exclusion criteria 
 One study excluded telephone crisis support workers who had completed fewer than 


















- Age not reported 
- 69% female 
- Crisis line 
volunteers at a 
sexual assault 
agency (n = 62), 
and a suicide 
prevention 
agency (n = 68) 
- Survey 
- Random 
- Burnout (Novel  
measure: direct 
question “Have 
you ever felt 
burned out from 







(age, number of 
volunteer hours 
per month, stress 
and support 
information) 
- 54% participants identified as 
having felt burned out 
- Of these participants, 75% 
indicated that they noticed 
burnout within 1 year of 
beginning work on the crisis line, 
and 95% indicated that they 
continued to work on the crisis 
line although they felt burned out 







Australia - 62  
- M = 45.5 years, 
Range = 24.7-
75.2 years 
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1990) 
- Sample mean disruptions in 
beliefs ‘average’ 
- Sample mean hyperarousal, 
avoidance and intrusion ‘low’ 
- ‘Dealing with the problem’ most, 
and ‘non-productive coping’ least 
commonly used coping style 
- Non-productive coping associated 
with significantly higher TABS 
- Personal trauma history 
associated with significantly 
higher IES-R score 
- Stronger supervision alliance 
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‘average’ range 
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- Participation in supervision 
associated with significantly 
higher than average use of 
problem solving and seeking 
social support, and below average 
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- Volunteers from 
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(age, sex, marital 
status, occupation, 
reported history of 
psychiatric illness) 
- 22% of CFH volunteers were 
currently ‘ill’, 4% of YLL (p<.05) 
- Lifetime incidence of emotional 
problems was 54% in CFH 
volunteers, 32% in YLL volunteers 
(p<.01) 
- 35% of CFH volunteers reported 
history of suicidal thoughts, 12% 
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- Mean “light” anticipatory stress 
before commencing, “moderate” 
stress during, and “light to 
moderate” stress after shift 
- Significantly greater stress before 
shift associated with less 
experience 
- Significantly greater stress during 
shift associated with taking more 
urgent calls, longer total length of 
calls, greater use of magical 
thinking, detachment and feeling 
personally responsible 
- Significantly greater stress after 
shift associated with greater total 
length of calls during shift, more 
unreasonable expectations about 
interventions, greater use of  
magical thinking and less use of 
positive thinking 
- No significant relationship 
between personal experience with 
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University of 
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Do telephone crisis support workers experience elevated symptoms of psychological 
distress? 
 Of the seven studies, six examined telephone crisis support workers’ symptoms of 
psychological distress. The most frequently examined type of psychological distress was 
vicarious trauma, explored in two studies. Both these studies reported sample mean 
disruptions in beliefs scores in the average range, and low sample mean hyperarousal, 
avoidance and intrusion scores. Dunkley and Whelan (2006) reported that participants 
with a higher trauma caseload reported significantly higher symptoms of hyperarousal, 
avoidance and intrusion symptoms than participants with a lower trauma caseload. 
Furlonger and Taylor (2013) found that participants with a personal trauma history 
reported significantly higher hyperarousal, avoidance and intrusion symptoms. Those who 
engaged in avoidance as a coping strategy reported significantly higher disruptions in 
beliefs than those who used problem-solving or social support to cope. Participants who 
reported a weaker working alliance with their supervisor also experienced significantly 
higher disruptions in beliefs than those who reported a stronger working alliance. 
Mishara and Giroux (1993) examined telephone crisis support workers’ perceived 
stress before, during and after a shift on the crisis line. On average, participants reported 
light perceived stress directly before commencing a telephone crisis support shift, 
moderate stress during the shift, and light to moderate stress in the week following a shift. 
Less experienced telephone crisis support workers reported significantly greater 
perceived stress before the shift than those with more experience. More urgent calls and 
longer amounts of time on calls were associated with significantly greater perceived stress 
during the shift. Longer amounts of time on calls during the shift and unreasonable 
expectations about interventions with callers were associated with significantly greater 
stress during the week following the shift. While a significant proportion of participants 




suicidal actions by others), this was not significantly related to perceived stress before 
during or after the shift. 
 Cyr and Dowrick (1991) examined telephone crisis support workers’ symptoms of 
burnout. More than half (54%) of their sample reported experiencing burnout as a result 
of working on the crisis line. Three-quarters (75%) of these participants reported 
developing symptoms of burnout within their first year working on the crisis line, and 
95% reported that they continued to work on the crisis line although they felt burned out. 
 McClure, Wetzel, Flanagan, McCabe, and Murphy (1973) compared telephone crisis 
support workers to workers from a non-crisis-focused teen support hotline on the basis of 
current and lifetime psychological disorders. The majority (78%) of telephone crisis 
support workers did not currently meet criteria for any disorder. However, workers from 
the telephone crisis support line were significantly more likely to meet criteria for a 
lifetime disorder than workers from the non-crisis-focused teen support hotline. By 
contrast, Paterson, Reniers, and Vollm (2009) compared telephone crisis support workers 
with a general population control group, finding no significant difference between groups 
in current symptoms or in previous diagnosis of or treatment for mental health disorders. 
Are telephone crisis support workers impaired by elevated symptoms of psychological 
distress in their responses to callers? 
One study examined telephone crisis support workers’ impaired service delivery 
related to symptoms of psychological distress. Neimeyer, Fortner, and Melby (2001) 
reported that higher suicidal distress was associated with significantly lower competency 
in choosing appropriate therapeutic responses to suicidal individuals. This result 
suggested that workers who have experienced or are currently dealing with their own 
suicidal distress may not respond optimally to others who are suicidal. However, 
participants in this study included undergraduate and postgraduate psychology students, 






Interpreting the findings 
 This systematic review sought to identify and describe what is currently known about 
telephone crisis support workers’ symptoms of psychological distress and impairment. A 
comprehensive search strategy was employed and, as no restrictions were placed on study 
design, we were able to include and describe a variety of studies that have been 
undertaken in this area.  
 The main finding of this systematic review is that conclusions about telephone crisis 
support workers’ symptoms of psychological distress and impairment are unable to be 
drawn due to the paucity, disparity, and methodological limitations of current data. Only 
seven studies met the selection criteria and were included in the review. Of these studies, 
none was a randomised controlled trial, only one included a control group, and 
participants included telephone crisis support workers from a variety of fields. 
 Six included studies examined telephone crisis support workers’ symptoms of 
psychological distress. These studies suggest that telephone crisis support workers may 
experience stress, symptoms of vicarious trauma, burnout, and psychological disorders, 
and workers who engage in maladaptive coping strategies and have less experience and 
greater exposure to distressed callers are at increased risk. However, studies reported 
contradictory findings, none recruited a random sample, and the majority did not report 
participant inclusion criteria or the reliability of study measures. 
 One study examined telephone crisis support workers’ impairment related to 
elevated personal symptoms of psychological distress. Results indicated that participants 
who had experienced or were experiencing suicidal distress may not respond optimally to 
other suicidal individuals. However, specific conclusions about telephone crisis support 
workers’ impairment were precluded by the treatment of participants, including 





 Several limitations of the current review must be acknowledged. First, while the most 
comprehensive search strategy possible was adopted, resource constraints meant that one 
non-English language paper was excluded, conference abstracts were not searched, and 
authors were not contacted for additional unpublished information. Consequently, some 
relevant papers may have been missed. Second, no measure of agreement (e.g. kappa) was 
used for duplicate inclusion assessment. Finally, publication biases may mean that 
negative information about telephone crisis support workers’ symptoms of and responses 
to distress were more likely to have been published than neutral or positive information. 
Future research is needed to investigate positive impacts of empathetic engagement with 
crisis callers on the telephone crisis support worker’s psychological wellbeing. 
Conclusion and future directions 
 This review found no published studies that have specifically examined whether 
telephone crisis support workers experience impaired functioning or support skills in 
relation to known occupational hazards for helpers (e.g., elevated symptoms of general 
psychological distress, depression, anxiety or compassion fatigue). Therefore, conclusions 
about telephone crisis support workers’ symptoms of psychological distress and 
impairment are unable to be drawn due to the paucity, disparity, and methodological 
limitations of current data. An urgent need for ongoing service development is to identify 
(a) the impact of the telephone crisis support worker’s role on their wellbeing; (b) 
determinants of worker wellbeing in the telephone crisis support context; and (c) the 
extent to which the wellbeing of telephone crisis support workers impacts their 
performance and caller outcomes. Future research should be driven by an integrated 
model of staff education and service support that examines relationships between: (a) 
recruitment; (b) training; (c) skill assessment; (d) personal development and individual 
processes to maintain wellbeing (e.g. self-care); (e) supervisor training and staff support 




supervision and staff professional development); and (f) service support strategies (e.g. 
organisation personal and professional support strategies that compliment staff 
supervision; Kitchingman, Wilson, Woodward, Caputi, & Wilson, 2015). 
 Ideally, future studies should collect longitudinal data to examine changes in 
telephone crisis support workers’ symptoms of psychological distress and any consequent 
impairment over time. In the meantime, exploratory, cross-sectional studies are 
warranted to identify factors involved in the development of psychological distress and 
impairment. The use of random sampling and standardised measures would increase the 
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CHAPTER 3 - TESTING A MODEL OF FUNCTIONAL IMPAIRMENT IN TELEPHONE 
CRISIS SUPPORT WORKERS 
Kitchingman, T. A., Wilson, C. J., Caputi, P., Wilson, I., & Woodward, A. (2016). Testing a 
model of functional impairment in telephone crisis support workers. Crisis. Advance 
online publication. doi:10.1027/0227-5910/a000435 
3.1 Abstract 
Background: It is well known that helping professionals experience functional impairment 
related to elevated symptoms of psychological distress as a result of frequent empathic 
engagement with distressed others. Whether telephone crisis support workers are 
impacted in a similar way is not currently reported in the literature.  
Aims: The purpose of this study was to test a hypothesised model of factors contributing 
to functional impairment in telephone crisis support workers.  
Method: A national sample of 210 telephone crisis support workers completed an online 
survey including measures of emotion regulation, symptoms of general psychological 
distress and suicidal ideation, intentions to seek help for symptoms, and functional 
impairment. Structural equation modelling was used to test the fit of the data to the 
hypothesised model. 
Results: Goodness-of-fit indices were adequate and supported the interactive effects of 
emotion regulation, general psychological distress, suicidal ideation, and intentions to 
seek help for ideation on functional impairment.  
Conclusion: These results warrant the deliberate management of telephone crisis support 
workers’ impairment through service selection, training, supervision, and professional 
development strategies. Future research replicating and extending this model will further 
inform the modification and/or development of strategies to optimise telephone crisis 





 It is well known that helping professionals (e.g., medical practitioners, psychologists) 
experience functional impairment. A significant proportion of helpers report impaired 
personal functioning, commonly clustered around emotional exhaustion, fatigue, 
irritability, problems with interpersonal relationships, and sleep disturbance (Mahoney, 
1997; Thoreson, Miller, & Krauskopf, 1989). Large-scale surveys also suggest helpers are 
at risk of professional impairment, including failure to provide services within 
professional standards of care (American Psychological Association, 2010; Guy, Poelstra, & 
Stark, 1989; Pope, Tabachnick, & Keith-Spiegel, 1987; Sherman & Thelen, 1998). 
 An identified pathway to functional impairment is via elevated symptoms of 
psychological distress. Distress does not necessarily result in functional impairment 
(O’Connor, 2001). However, it often precedes functional impairment and is considered a 
“warning signal” (Baker, 2003, p. 21). Helping professionals are at risk of experiencing 
elevated symptoms of depression and suicidal ideation (Deutsch, 1985; Gilroy, Carroll, & 
Murra, 2002; Pope & Tabachnick, 1994), burnout (Rupert & Kent, 2007; Rupert & Morgan, 
2005), and compassion fatigue (Shapiro, Brown, & Biegel, 2007). Certain occupational 
hazards within helping professions increase the risk of distress, including negative client 
behaviours, isolation, lack of therapeutic progress, demanding administrative duties, 
multiple roles, and long work hours (Norcross, Guy, & Laidig, 2007; O’Connor, 2001; Smith 
& Moss, 2009). 
 To date, research on helpers’ functional impairment related to psychological distress 
has focused on registered professionals who provide face-to-face support, meaning that 
other helpers who may be at risk are likely to have been overlooked. The National 
Coalition for Suicide Prevention (2014) recently issued a directive to train volunteer crisis 
support workers, “to manage their own needs, as well as the needs of those they respond 
to” (p. 21). However, a systematic review of the literature identified that conclusions about 




psychological distress are unable to be made due to the paucity and methodological 
limitations of current data (Kitchingman, Wilson, Caputi, Wilson, & Woodward, 2017). 
 The current study will address gaps in the literature by testing a hypothesised model 
of impairment using a national sample of telephone crisis support workers. In the 
following sections, we briefly review conceptualisations relevant for understanding 
functional impairment related to psychological distress, emotion regulation, and help-
seeking, before summarising prior research concerning relationships among those 
components that provides empirical support for the relationships in our hypothesised 
model. 
Functional impairment and psychological distress 
 Functional impairment is a common complication of elevated symptoms of 
psychological distress. In fact, limited ability to manage day-to-day activities in social, 
occupational, and other important areas of functioning is an explicit part of the criteria for 
diagnosing and determining the level of severity of psychological disorders. Traditionally, 
more attention has been paid to symptoms than to impairment (Mundt, Mark, Shear, & 
Greist, 2002). However, a current focus on functional impairment is required due to 
evidence that assessment of day-to-day functioning adds usefully to the prediction of 
treatment need and outcome, treatment planning, and tracking clinical progress (Ustun & 
Kennedy, 2009). 
 To the best of our knowledge, the American Psychological Association-endorsed 
stress–distress–impairment continuum (Advisory Committee on Colleague Assistance, 
n.d.) is the only published conceptual framework regarding helpers’ impairment. The 
continuum describes the likely progression from stress to distress to impairment for 
helpers who do not pursue or receive appropriate ameliorative effects to interrupt this 
progression. It posits that all helpers experience stress, but that specific occupational 
stressors place them at risk of experiencing distress. Those who use inappropriate or 




impairment, including compromised functionality, suboptimal service delivery, and 
inappropriate or unethical behaviour. The continuum provides a useful heuristic by which 
helpers may monitor and manage their personal needs in order to ensure optimal 
functioning. However, it is not grounded in theory and fails to include neuroscience 
literature describing how helpers respond to distress from others. In order to develop an 
evidence-based model of telephone crisis support workers’ functional impairment, the 
stress–distress–impairment continuum needs to be grounded in theory and 
operationalised according to mechanisms identified in the literature on helpers. 
Neuroscientific theory of empathic engagement 
 Empathy is an essential factor in effective helping (Cozolino, 2006), and accounts for 
approximately 10% of the variance in psychotherapy outcomes (Bohart, Elliot, Greenberg, 
& Watson, 2002). Empathy is regarded as a critical feature of crisis lines and other front-
line services for individuals in crisis – who are by definition likely to be experiencing 
elevated levels of personal distress at the time of contact with a service (Hoff, Hallisey, & 
Hoff, 2009; Lester & Rogers, 2012). However, neuroscience has also identified empathy as 
a primary conduit for helpers’ development of personal distress (Decety & Lamm, 2006; 
Figley, 2002; Gallese, 2004). Neuroimaging studies demonstrate that when one engages 
with others in distress, a component process involving a distinct pattern of neural 
activation takes place. Affect sharing is a bottom–up process that has been attributed to 
the human mirror neuron system – a cortical network composed of parts of the parietal 
and frontal lobes (Decety & Lamm, 2006; Gallese, 2004; Singer & Lamm, 2009). Observing 
(e.g., listening to and/or envisioning) another person in a particular emotional state 
activates the helper’s mirror neuron system, causing them to experience similar affective, 
autonomic, and somatic responses (Gibbons, 2011). By engaging empathically with crisis 
callers in the context of stressors that are unique to providing telephone crisis support 




experience heightened mirror neuron activation, and stronger subsequent affective, 
autonomic, and somatic responses. 
Identified mechanisms of helpers’ distress and impairment 
Difficulties with emotion regulation 
 Emotion regulation is the activation of a goal to modify the emotion-generative 
process (Gross, Sheppes, & Urry, 2011). In the context of the helping role, this involves a 
top–down, executive control process to self-regulate the helper’s affective response to 
what has been observed (Decety & Meyer, 2008; Preston & Hofelich, 2012). This requires 
the helper to (a) identify, and (b) describe their feelings. Research suggests that emotion 
regulation moderates the relationship between affect sharing and personal distress 
(Eisenberg & Eggum, 2009). While affect sharing is inevitable and conducive to empathy, 
exposure to others’ distress in the absence of adequate emotion regulation is likely to lead 
to personal distress (Decety & Jackson, 2006). Accordingly, researchers have consistently 
emphasised the need for helpers’ intentional management of affect sharing by emotion 
regulation to modulate personal distress (Decety & Lamm, 2009; Decety & Meyer, 2008; 
Decety & Moriguchi, 2007; Eisenberg & Eggum, 2009). These findings suggest that 
telephone crisis support workers who experience exacerbated mirror neuron system 
activation and subsequent strong negative affect responses to callers’ distress, but have 
difficulty identifying, describing, and regulating their emotions, are likely to experience 
elevated personal symptoms of psychological distress. 
Help-seeking 
 The helper’s inappropriate or ineffective management of personal distress is an 
identified mechanism of impaired functioning. While helpers are trained in the 
identification and rehabilitation of distress, they may fail to employ adaptive strategies to 
cope with personal symptoms. Seeking help for early treatment can successfully reduce 
the long-term impact of many mental health problems (Rickwood, Deane, & Wilson, 2007). 




withdrawal or avoidance among those currently experiencing clinical and subclinical 
levels of different forms of distress, including suicidal thoughts (Wilson, Bushnell, & 
Caputi, 2011). Without deliberate attention to helper self-care, services also can foster a 
culture in which the helper views their health as a reflection of their competence 
(Charlemagne-Odle, Harmon, & Maltby, 2014; Siebert & Siebert, 2007; Wallace & Lemaire, 
2009). Helping professionals report that they are unlikely to seek help for elevated 
personal symptoms of distress, especially from another professional (Daronkamas, 
Burton, & Cushway, 1994; Deutsch, 1985; Guy, 2000; Guy et al., 1989). Helpers who fail to 
seek help for elevated personal symptoms of distress are likely to experience impaired 
functioning (American Psychological Association, 2010; Pope et al., 1987; Thomas, 2013). 
If this is true for professional helpers, it is plausible that telephone crisis support workers 
may also negate help-seeking for personal symptoms of distress, increasing their risk of 
functional impairment. 
Hypothesised model 
 On the basis of this evidence, it is worthwhile to study the combined effect of difficulty 
with emotion regulation, symptoms of psychological distress, and help-seeking intention 
when assessing functional impairment in telephone crisis support workers. The 
hypothesised model of telephone crisis support workers’ functional impairment is 
presented in Figure 1. In keeping with neuroscientific theory, difficulty with emotion 
regulation was hypothesised to affect functional impairment indirectly via psychological 
distress. With respect to prior literature on helping professionals, we also hypothesised 
that help-seeking intentions would moderate the relationship between psychological 




Figure 3.1. Hypothesised model of functional impairment in telephone crisis support 
workers. 
Study aims 
 The aim of this study was to test a hypothesised model of impairment using a national 
sample of telephone crisis support workers. To the best of our knowledge, this is the first 
study to examine telephone crisis support workers’ functional impairment, and the first 
time a model that specifies direct and indirect linkages between difficulty with emotion 
regulation, symptoms of psychological distress, help-seeking intentions, and functional 
impairment has been tested empirically to examine such complex relationships 
collectively; therefore, this study represents unique extensions of prior work in the area. 
3.3 Methods 
 Results focusing on different hypotheses from the current sample have been reported 
elsewhere (Kitchingman, Wilson, Caputi, Woodward, & Hunt, 2015). With the exception of 
the measures that are unique to this study, only a brief description of the methods is given. 
Participants and procedure 
Participants were recruited from the largest-volume telephone crisis support service 
provider in Australia. All participants were volunteer telephone crisis supporters (TCSs) 
who had completed a standardised, vocationally accredited training course that includes a 
minimum of 75 hr of e-learning, face-to-face training modules, group supervision, as well 
as observing and being observed by an experienced TCS taking calls on the crisis line. After 




required to complete a minimum of 92 hr taking calls on the crisis line, 8 hr of group 
supervision, and 8 hr of professional development per year. Periodic monitoring of calls is 
also conducted for coaching purposes. 
 A national sample of 210 TCSs participated by completing an online survey (return 
rate of 62%). The majority of participants were female (78.1%), Australian-born (73.3%), 
located in a metropolitan area (60.5%), had completed a university degree (60%), and had 
0–2 years of experience as a TCS (60.5%). More specific sample characteristics are 
reported elsewhere (Kitchingman et al., 2015). 
Approval for this study was granted by the university’s Human Research Ethics 
Committee Appendix 11). Participants were recruited directly via an e-mail containing an 
electronic link to a Participant Information Sheet (Appendix 12) and the online survey 
(Appendix 13). All participants gave consent to complete the online survey with responses 
identifiable only by a computer-generated code number. 
Online survey and measures 
 The online survey contained three sections. Section 1 measured participants’ 
demographic characteristics. Section 2 included measures to assess symptoms of general 
psychological distress and suicidal ideation. Section 3 included measures of difficulty with 
emotion regulation, help-seeking intentions, and functional impairment. 
Demographics 
Categorical items were used to assess participants’ age, sex (male = 1, female = 2), 
location (regional/rural/remote = 1, metropolitan = 2), highest educational qualification 
(university degree = 1, none/high school/apprenticeship/diploma = 0), and number of 
years of experience as a TCS (0–2 years = 1, more than 2 years = 2). 
General psychological distress 
 Items of the Kessler Psychological Distress Scale – 10-item version (K10; Kessler et al., 
2002) were rated on a 5-point Likert scale ranging from 1 (none of the time) to 5 (all of the 




to 50, with higher scores indicating more severe symptoms of general psychological 
distress. Scores of 0–15 indicated low, 16–21 moderate, 22–29 high, and 30–50 very high 
symptoms of general psychological distress. A Cronbach’s α coefficient of 0.86 was 
obtained for the current sample, indicating strong internal consistency. 
Suicidal ideation 
 Suicidal ideation was measured by the critical items of the Adult Suicidal Ideation 
Questionnaire (ASIQ-CI; Reynolds, 1991). These items examine the intensity and lethality, 
together with the specificity and availability, of a suicide plan in the last month (Reynolds, 
1991). Responses were made on a 7-point Likert scale ranging from 0 (I have never had 
this thought before) to 6 (almost every day). Individual item scores were summed to obtain 
a scale score ranging from 0 to 48, with higher scores indicating more severe suicidal 
ideation. Scale scores of 0–8 indicated minimal, 9–32 moderate, and 33–48 critical suicidal 
ideation (Reynolds, 1991; Wilson, Deane, Marshall, & Dalley, 2010). In the current study, 
removal of the item “I thought about writing a will” produced a highly reliable scale (α = 
0.91, 7 items). 
Difficulty identifying and describing feelings 
 The Toronto Alexithymia Scale 20-item version (TAS-20; Bagby, Parker, & Taylor, 
1994; Bagby, Taylor & Parker, 1994) is a self-report measure of deficits in the cognitive 
processing and regulation of emotion (Taylor, 2000). The measure has three subscales: 
Difficulty Identifying Feelings (7 items, e.g., “I am often confused about what emotion I am 
feeling”), Difficulty Describing Feelings (5 items, e.g., “It is difficult for me to find the right 
words for my feelings”), and Externally Oriented Thinking (8 items, e.g., “I find 
examination of my feelings useful in solving personal problems” [reversed]). Items are 
rated on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). The 
Externally Oriented Thinking subscale has been found to be unreliable (Kooiman, 
Spinhoven & Trijsburg, 2002) and therefore was not included. As in previous studies 




and Difficulty Describing Feelings subscales were moderately correlated (r = .62) and, 
with the exception of one item (“I am able to describe my feelings easily” [reversed]), 
collapsed into a single scale. Items which collapsed into a single scale were combined to 
produce the highly reliable scale (Difficulty Identifying and Describing Feelings, α = 0.90, 
11 items). Evidence suggests that the TAS-20 provides a valid and reliable method for 
measuring difficulty with emotion regulation (Taylor, 2000). 
Help-seeking intentions 
 The item used to measure help-seeking intentions was taken verbatim from the 
General Help-Seeking Questionnaire – Vignette version (GHSQ-V; Wilson, Rickwood, 
Bushnell, Caputi, & Thomas, 2011). Three vignettes were introduced to participants as the 
stories of callers to a crisis line. These vignettes mapped to SIQ critical items for severe 
suicidal ideation and DSM-IV-TR criteria for a major depressive episode and acute general 
anxiety. These particular problem types (for brevity described as suicide, depression, and 
anxiety) were chosen to reflect the highest proportion of calls made to Australian 
telephone crisis support lines (Burgess, Christensen, Leach, Farrer, & Griffiths, 2008; 
Lifeline, 2005). In response to the prompt: “If you were feeling like (caller’s name), how 
likely is it that you would seek help from the following people?” participants rated the 
likelihood that they would seek help from nine help sources: (1) partner, (2) friend, (3) 
parent, ( 4) other relative, (5) work colleague, (6) doctor, (7) mental health professional, 
(8) phone helpline, and (9) mental health website. Participants rated the likelihood that 
they would seek help from each source for suicide, depression and anxiety on a 7-point 
Likert scale ranging from 1 (extremely unlikely) to 7 (extremely likely). Based on the results 
of principal component analysis, the depression and anxiety scales were combined to 
produce a highly reliable single scale intentions to seek help for psychological distress (α = 
0.87, 9 × 2 = 18 items). A separate scale was used to examine intentions to seek help for 





 To assess clinically significant impairment in social, occupational, or other important 
areas of functioning, the K10 (Kessler et al., 2002) also contains an additional two items 
that assess ability to function in day-to-day roles: (1) “In the last four weeks, how many 
days were you totally unable to work, study, or manage your day to day activities because 
of these feelings?,” and (2) “(Aside from those days), in the last four weeks, how many 
days were you able to work, study, or manage your day to day activities but had to cut 
down on what you did because of these feelings?” Responses to these items were analysed 
separately, and are referred to as days out of role (DOR), and days cut back (DCB), 
respectively. 
Data analysis 
 All data were checked for normality of distribution using Shapiro–Wilkes tests. 
Skewness and kurtosis coefficients >1 were used to identify variables in need of log 
transformation. Means, standard deviations, and correlations were calculated for study 
variables. 
To test the hypothesised associations between variables, data were analysed using 
structural equation modelling (SEM) using AMOS Version 22 for Windows. A fully 
saturated model that provided coefficients for all observed pathways between the 
variables was tested. Model parameters were estimated using the maximum likelihood 
method. Because large sample sizes always lead to significant χ2 results (Bentler & Bonnet, 
1980), model fit was estimated with both the comparative fit index (CFI) and root mean 
square error of approximation (RMSEA). According to conventional criteria, CFI > .95 and 
RMSEA < .08 indicate acceptable fit (Byrne, 1991). 
3.4 Results 
Preliminary results 
To correct for positive skew of K10 and ASIQ scores, log-linear transformation was 




reported analyses unless otherwise specified as raw data. For ease of expression, 
transformed variables are described as general psychological distress and suicidal ideation 
in the results. As expected, correlations indicated significant relationships between most 
variables within the model, justifying their inclusion (see Table 3.1). 
 Table 3.1 shows the means, standard deviations, and correlations between study 
variables. Fifteen participants (7.1%) reported at least 1 DOR, and 35 participants (16.7%) 
reported at least 1 DCB during the past month. Most participants reported low symptoms 
(n = 151, 71.9%), and minimal ideation (n = 204, 97.1%); 59 participants (28.1%) 
reported moderate to very high symptoms of psychological distress. Most participants 
reported minimal suicidal ideation (n = 204, 97.1%); six participants reported moderate 
suicidal ideation. 
 Compared as two groups, participants who reported moderate to very high symptoms 
of psychological distress reported significantly greater DOR (M = 1.13, 95% CI 1.05-1.23) 
than participants who reported low symptoms (M = 1.05, 95% CI 1.01-1.08), F(1, 208) = 
5.17, p = .024. Participants who reported moderate to very high symptoms of 
psychological distress also reported significantly greater DCB (M = 1.36. 95% CI 1.23-1.48) 
than participants who reported low symptoms (M = 1.09, 95% CI 1.05-1.14), F(1, 208) = 
23.31, p = .000. Participants who reported moderate suicidal ideation reported 
significantly greater DOR (M = 1.50. 95% CI 1.05-1.95) than those who reported minimal 
suicidal ideation (M = 1.05. 95% CI 1.02-1.09), F(1, 208) = 25.62, p = .000. Participants 
who reported moderate suicidal ideation also reported significantly greater DCB (M = 
1.75, 95% CI 1.36-2.13) than participants who reported minimal suicidal ideation (M = 






Table 3.1. Intercorrelations between and descriptive statistics for study measures (N = 210)  
Measure 1 2 3 4 5 6 7 8 9 10 11 12 
1   Age - -.08 .17* -.11 .31*** -.12 -.30*** -.14 -.12 -.08 -.17* -.06 
2   Sex  - .01 -.03 -.11 -.08 .01 -.17 .15* .09 -.15* -.15* 
3   Location    - -.27*** .18** .01 -.03 -.17 -.06 .03 .07 .06 
4   Education     - -.02 -.15* .01 -.05 .06 .12 -.12 -.07 
5   Experience     - -.09 -.11 -.04 -.07 .02 .07 .17* 
6   Difficulty identifying and 
      describing feelings 
     - 
.53*** .25** -.15* -.14* -.01 .19** 
7   General psychological distress       - .19* -.18*** -.18* -.01 .18* 
8   Suicidal ideation         - -.25** -.27** .42*** .18 
9   Intentions to seek help for  
      psychological distress 
      
    - .82*** -.27*** -.21** 
10 Intentions to seek help for  
      suicidal ideation 
      
      - -.18** -.16* 
11 Totally unable to manage day- 
      to-day activities 
      
        - .39*** 
12 Had to cut down day-to-day  
      Activities 
      
          - 
M 49.05     19.17 14.10 2.00 4.22 4.15 .23 1.17 
SD 14.23     6.80 4.35 3.30 1.00 1.14 1.84 4.43 
Observed range      11-40 10-32 0-29 1-6.89 1-7 0-26 0-28 




 Overall, participants reported that they were likely to seek help for symptoms of 
psychological distress (M = 4.22, SD = 1.00) and suicidal ideation (M = 4.15, SD = 1.14). 
However, participants who reported moderate to very high symptoms of general 
psychological distress reported significantly lower intentions (M = 71.90, 95% CI 66.83-
76.96) than participants who reported low symptoms (M = 77.53, 95% CI 74.71-80.35), 
F(1, 204) = 4.09, p = .044. Participants who reported moderate suicidal ideation also 
reported significantly lower intentions to seek help (M =27.00, 95% CI 35.95-38.78) than 
those who reported minimal suicidal ideation (M = 37.78, 95% CI 36.39-39.17), F(1, 204) 
= 8.76, p = .003. 
Model testing 
 The saturated model was found to provide an adequate fit to the data, df = 4, χ2 = 8.90; 
CFI = .96; RMSEA = .077. Estimation of the standardised regression weights indicated that 
the majority of variance in the model was accounted for by four of six observed paths (see 
Table 3.2). Interaction effect analysis also showed that three of four hypothesised 
moderations were significant (see Table 3.2). The empirically supported model is 
presented in Figure 3.2. Follow-up analyses indicated that a re-specified model with 
nonsignificant paths deleted did not provide a better fit to the data than the initial model, 
χ2(2) = 1.20, p = .548. 
 





Table 3.2. Parameter estimates 
Construct 
relationship 




A. DIDF  GPD .02*** .01   
B. DIDF  SI .01 .02   
C. GPD  DOR -.27 .28   
D. GPD  DCB 2.60* 1.02 β = .06  
E. SI  DOR 1.08*** .05  β = -.53*** 
F. SI  DCB 1.17.*** .20  β = -.26* 
Note. DIDF = difficulty identifying and describing feelings; GPD = general psychological 
distress; SI = suicidal ideation; ISH-GPD = intentions to seek help for general psychological 
distress; ISH-SI = intentions to seek help for suicidal ideation; DOR = days out of role; DCB 
= days cut back. ***p<.001, **p<.01, *p<.05. 
3.5 Discussion 
 A significant number of telephone crisis support workers who participated in this 
study reported impaired normal functioning. As expected, difficulties with emotion 
regulation influenced functional impairment via symptoms of general psychological 
distress. Also as expected, the relationship between suicidal ideation and functional 
impairment was moderated by intentions to seek help, such that functional impairment 
was significantly greater where intentions to seek help were low. These results are 
consistent with previous research indicating that helping professionals with elevated 
symptoms of psychological distress are likely to experience impaired functioning, 
particularly in the absence of adequate emotion regulation and help-seeking. 
 Contrary to expectations, emotion regulation was not significantly related to suicidal 
ideation. It is possible that participants who experienced difficulties identifying and 
describing feelings were unable to identify and self-report their suicidal ideation. It is also 
possible that there are other, more important factors associated with telephone crisis 




experience of suicide and/or mental health disorders (Nock et al., 2008). Also 
unexpectedly, symptoms of general psychological distress were not significantly 
associated with days totally unable to manage day-to-day activities. One possible 
explanation is that participating telephone crisis support workers did not experience 
sufficiently severe symptoms of psychological distress to cause functional impairment. 
Another explanation is that participants were reluctant to report impaired functioning. 
Further research is required to examine these possibilities. 
 One in four participants reported moderate to very high symptoms of general 
psychological distress, and six participants reported moderate suicidal ideation. These 
participants reported significantly higher functional impairment, but significantly lower 
intentions to seek help than those who reported low symptoms of general psychological 
distress and suicidal ideation, respectively. These results suggest that help-negation 
occurs in telephone crisis support workers exposed to crisis callers in response to 
elevated symptoms of psychological distress. It is possible that, like helping professionals, 
telephone crisis support workers may believe help-seeking for personal symptoms to 
reflect poorly on their competence. Further research is needed to explore this possibility. 
Alternatively, not seeking help may not always be a decision. A recent review indicates 
that cognitive distortion and disruption are indicated by symptoms of psychological 
distress, suggesting that decision-making is impaired and elevated symptoms of 
psychological distress and suicidal ideation occur in an impaired brain (Bora & Berk, 
2016). 
 This study uniquely contributes to the literature in several ways. To the best of our 
knowledge, this was the first study to examine whether helpers who are not in a 
registered professional role experience functional impairment. By testing a hypothesised 
model of functional impairment, direct and indirect relationships between a network of 
variables were able to be examined simultaneously, rather than focusing on a subset of 




neurobiology of engaging with others in distress and identified mechanisms of functional 
impairment. The product of this study is an empirically supported model that explains 
how telephone crisis support workers may come to experience impaired normal 
functioning. 
 Some limitations of this work are also important to note. Data were provided by a 
representative sample of telephone crisis support workers from one organisation. 
Further studies should examine whether our results are generalisable to workers from 
other organisations. It may be regarded as a limitation that we used self-report measures 
of emotion regulation difficulties, symptoms of psychological distress, help-seeking 
intentions, and functional impairment. Although a number of actions were taken to control 
for them, biases in self-report responses may be present. Non-response bias may also have 
been an issue. While they were not suited to the large scale, online investigation required 
to detect direct and indirect relationships between functional impairment and other 
variables collectively; future studies may utilise observation and clinician-rated scales 
rather than self-report measures. Questions about causality have not been adequately 
answered by the analyses presented in this study. Longitudinal studies are needed to more 
effectively uncover causal relationships between model variables. Such longitudinal 
studies may use a domain-specific measure of functional impairment, which would 
provide more specific information regarding impaired functioning in different areas (e.g., 
occupational, family, and social functioning), and would be more sensitive to changes over 
time. 
 Despite the aforementioned limitations, this study has addressed substantial gaps in 
the literature, and the outcomes of this investigation afford important service implications. 
Results indicate that a significant proportion of telephone crisis support workers 
experienced functional impairment related to elevated symptoms of psychological distress 
in the absence of adequate emotion regulation and help-seeking. These results warrant the 




selection, training, supervision, and support strategies that acknowledge affect-sharing as 
a normal component of empathic engagement with distressed others, and the role of 
adequate emotion regulation and help-seeking in preventing the development of elevated 
symptoms of psychological distress and functional impairment. Future research should 
seek to replicate and extend this model, and to further inform the modification and/or 
development of strategies to optimise telephone crisis support workers’ well-being and 
delivery of support to callers. 
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CHAPTER 4 – THE IMPACT OF THE TELEPHONE CRISIS SUPPORT ROLE ON 
WORKERS’ PSYCHOLOGICAL WELLBEING AND FUNCTIONING: QUANTITATIVE 
FINDINGS FROM A MIXED METHODS INVESTIGATION 
Kitchingman, T. A., Caputi, P., Woodward, A., Wilson, C. J., & Wilson, I. (2017). The impact 
of the telephone crisis support role on workers’ psychological wellbeing and 
functioning: Quantitative findings from a mixed methods investigation. Manuscript 
submitted for publication. 
4.1  Abstract 
Research suggests that frequent empathic engagement with others in distress places 
helpers in registered professional roles (e.g. medical practitioners, psychologists) at risk of 
functional impairment related to symptoms of psychological distress, including the 
delivery of sub-optimal care to patients. Preliminary research suggests that telephone 
crisis support workers may also be impacted in a similar way. This repeated measures 
study is the first known research to examine telephone crisis support workers’ functional 
impairment related to symptoms of psychological distress before and after speaking with 
callers in crisis. A representative sample of telephone crisis support workers from one 
national organisation participated by completing three surveys: 1) directly before; 2) 
directly after; and 3) one week after completing a shift on the national crisis line. Surveys 
included standardised measures of functional impairment, psychological distress, lived 
experience of mental health issues and suicide, motivations for volunteering, coping 
strategies and help-seeking. Categorical items were used to assess personal and shift-
related factors. Repeated measures analyses of variance were used to identify changes in 
symptoms of psychological distress and impairment across time points. Structural 
equation modelling was used to test relationships within a hypothesised model of 
impairment. A significant proportion of participants reported functional impairment 
related to symptoms of psychological distress. Significant differences in functional 




impairment and symptoms of psychological distress were detected, and were associated 
with different mechanisms, across time points. An important outcome of this study is 
empirically-supported models which explain how telephone crisis support workers come 
to experience functional impairment in relation to their TCS role, as well as other 
work/study, home/family and social/leisure activities. Results warrant the deliberate 
development and/or modification of existing service strategies to optimise telephone 
crisis support workers’ psychological wellbeing and functioning, including by structuring 
the work environment and emphasising certain messages during training and supervision. 
4.2 Introduction 
Crisis intervention strategies that include readily accessible support without referral 
requirement are fundamental mental health strategies. Telephone crisis support services 
have the capacity to provide immediate support for rapid intervention. Within Australia, 
non-clinical telephone crisis support services provide essential infrastructure for 
individuals in crisis. Crisis lines meet gaps in other services to support the community, and 
are a viable alternative for people who would otherwise not receive support during their 
crises. These services are effective in attracting people seeking help, especially those 
experiencing severe mental health issues and/or thinking about suicide (Beckner, Vella, 
Howard, & Mohr, 2007; Gilat & Shahar, 2007; Leach & Christensen, 2006). Research shows 
that contact with telephone crisis support services significantly improves the help-
seeker’s mental state, reduces their suicidality, and often facilitates engagement with 
interventions that can offer longer term benefits (Gould, Kalafat, Munfakh, & Kleinman, 
2007; Kalafat, Gould, Munfakh, & Kleinman, 2007; King, Nurcombe, Bickman, Hides, & 
Reid, 2003). Individuals in crisis continue to access telephone crisis support services at an 
increasing rate. For example, Lifeline Telephone Crisis Supporters (TCSs) answered 
821,804 calls in the 2015 financial year, representing an increase of 12% from the 2014 
financial year, and 33% from the 2013 financial year (Lifeline Australia, 2015a). 




Optimal crisis intervention requires workers’ delivery of support to those in crisis by 
implementing a proven service model. While Australian telephone crisis support workers 
are trained in evidence-based, best practice crisis intervention models, much less is known 
about how this section of the mental health workforce are performing, including whether 
they are resilient to occupational hazards. Of particular consideration is the factor that 
telephone crisis support workers are frequently exposed to others who are highly 
distressed and suicidal (Gould et al., 2007; Kalafat et al., 2007; Mishara et al., 2007). 
A key feature of the crisis support service model is empathic engagement with callers 
to foster a connection that will provide emotional support and facilitate the help seeking 
experience. However, empathic engagement with others who are highly distressed and 
suicidal can lead helpers to experience elevated symptoms of psychological distress 
(Gilroy, Carroll, & Murra, 2002; Pearlman & MacIan, 1995; Rupert & Kent, 2007; Shapiro, 
Brown, & Biegel, 2007), help-negation (Daronkamas, Burton, & Cushway, 1994; Deutsch, 
1985; Guy, 2000; Guy, Poelstra, & Stark, 2000), functional impairment (Mahoney, 1997; 
Thoreson, Miller, & Krauskopf, 1989) and to deliver sub-optimal care to patients 
(American Psychological Association; 2010; Sherman & Thelen, 1998; West & Shanafelt, 
2007). To date, research has focused on helpers in registered professional roles (e.g., 
mental health and medical professionals), suggesting that the impact of frequent empathic 
engagement with distressed others on workers performing non-professional roles, 
including telephone crisis support workers, may have been overlooked. 
A number of features which are unique to the telephone crisis support role have also 
been identified as potential stressors. For example, telephone crisis support workers are 
unable to observe non-verbal communication cues or anticipate or control the types of 
contacts they receive, and are also unable to track changes in the help-seeker due to the 
‘one-shot’ nature of contact with these services (Coman, Burrows, & Evans, 2001). In 
addition, technology-based crisis workers generally have less training to prepare them for 
the role and are less likely to have access to supervision and ongoing professional 




development than workers in registered professional roles (Baird & Jenkins, 2003). Most 
telephone crisis support workers are also volunteers who are not paid for their time 
(Kinzel & Nanson, 2000). 
In acknowledgement of their exposure “to high risk, stressful and challenging 
situations”, a number of suicide prevention organisations in Australia that have met as the 
National Coalition for Suicide Prevention have reported that crisis responders “need to be 
trained and supported to manage their own needs, as well as the needs of those they 
respond to” (National Coalition for Suicide Prevention, 2014). However, conclusions about 
how telephone crisis support workers may be impacted by frequently speaking with 
highly distressed and suicidal callers are unable to be drawn due to the paucity and 
methodological limitations of current data (Kitchingman, Wilson, Caputi, Wilson, & 
Woodward, 2017). Preliminary research suggests that a significant proportion of 
telephone crisis support workers experience functional impairment related to elevated 
personal symptoms of psychological distress (Kitchingman, Wilson, Caputi, Wilson, & 
Woodward, 2016), and are likely to deliver sub-optimal support to callers when this is the 
case (Kitchingman, Wilson, Woodward, Caputi, & Wilson, in press). Cross-sectional 
research supports a model of telephone crisis support workers’ functional impairment 
whereby emotion regulation difficulties, personal symptoms of psychological distress and 
low intentions to seek help for personal symptoms interact to influence workers’ ability to 
manage their day-to-day activities (Kitchingman et al., 2016). 
One limitation of these preliminary studies is that they have failed to acknowledge 
research indicating that telephone crisis support workers’ psychological states changes 
from before to after completing a shift on the crisis line (Mishara & Giroux, 1993). Another 
limitation of previous studies is that they have employed a global measure of functional 
impairment.  Most telephone crisis support workers are volunteers who are also engaged 
in other study or work, have family responsibilities and social lives. The current study 
builds on previous research by identifying mechanisms of telephone crisis support 




workers’ impairment in each of these functional domains during the week before and the 
week after completing a shift on the crisis line. The findings of this study may inform the 
development and/or modification of existing service recruitment, training, assessment, 
self-care, supervision and support strategies to optimise telephone crisis support workers’ 
psychological wellbeing and delivery of support to callers. 
An extended model of telephone crisis support workers’ functional impairment 
Negative affect 
Empathy is an essential factor in effective helping (Cozolino, 2006; Lambert & Barley, 
2002) and accounts for approximately 10% of the variance in psychotherapy outcomes 
(Bohart, Elliot, Greenberg, & Watson, 2002). In the last decade neuroscience has also 
identified empathy as a primary conduit for helpers’ development of personal distress 
(Decety & Lamm, 2006; Figley, 2002; Rothschild, 2005). Neuroimaging studies 
demonstrate that when we engage with others in distress, ‘affect sharing’ – a bottom-up 
process that has been attributed to the human mirror neuron system – takes place (Decety 
& Lamm, 2006; Rizzolatti, 2005; Singer & Lamm, 2009). Observing another person in a 
particular affective state  (e.g., fatigued, confused, tense, dejected, angry) activates the 
helper’s mirror neuron system, causing them to experience similar affect, and related 
autonomic and somatic responses (Gibbons, 2011). Listening to and envisioning another 
in distress also activates the mirror neuron system (Gibbons, 2011). By engaging 
empathetically with crisis callers in the absence of non-verbal information, it is likely that 
telephone crisis support workers experience heightened mirror neuron activation, and 
stronger subsequent affective, autonomic and somatic responses, increasing their risk for 
personal distress.  
Hypothesis 1: Negative affect will predict psychological distress 
Personal and shift factors 
Research has identified a number of personal and shift factors which increase helpers’ 
risk for distress. Personal risk factors include younger age (Guy et al., 1989; Nelson-




Gardell & Harris, 2003; Pope & Tabachnick, 1994), female sex (Gilroy et al., 2002; Guy et 
al., 1989; Pope & Tabachnick, 1994; Brady, Guy, Poelstra, & Brockaw, 1999; Kassam-
Adams, 1999; Sprang, Clark, & Whitt-Woosley, 2007), regional/rural location (Sprang et 
al., 2007; Meldrum, King & Spooker, 2002), lower levels of educational attainment 
(Pearlman & MacIan, 1995) and experience in helping roles (Pearlman & MacIan, 1995; 
Mishara & Giroux, 1993; Creamer & Liddle, 2005; Ray, Wong, White, & Heaslip, 2013), 
lived experience of mental health issues and suicide (Nelson-Gardnell & Harris, 2003), and 
self- rather than other-oriented motivations for helping (Stukas et al., 2014). Together 
with their frequent engagement with highly distressed callers (Gould et al., 2007; Kalafat 
et al., 2007; Mishara et al., 2007), these factors may increase telephone crisis support 
workers’ vulnerability to personal distress. 
A study that examined levels of perceived stress among telephone crisis support 
workers on a suicide prevention line found that levels of perceived stress during the shift 
was related to having spent a greater amount of time speaking to callers during the shift 
(Mishara & Giroux, 1993). Level of stress after completing the shift was also related to 
total length of time spent on calls, as well as the number of other people present at the 
suicide prevention centre during the shift (Mishara & Giroux, 1993). 
Hypotheses 2 and 3: Personal and shift factors will predict psychological distress 
Psychological distress 
While elevated symptoms of distress do not necessarily result in functional 
impairment (O’Connor, 2001), they often precede functional impairment and are 
considered a “warning signal” (Baker, 2003, p. 21). Researchers and clinicians converge on 
the conclusion that symptoms of psychological distress may adversely affect functioning 
globally, as well as in specific domains such as work, home and social functioning. The 
DSM makes functional impairment an explicit part of the criteria for establishing a 
diagnosis (American Psychiatric Association, 2013), and clinical practice guidelines state 
that a primary goal of mental health treatment is restoration of functioning (Lam, Filteau, 




& Milev, 2011). Research which has assessed domain-specific functional consequences of 
symptoms of psychological distress suggest that symptoms and functioning hold a tenuous 
relationship requiring both to be measured routinely. While most researchers and 
clinicians recognise these implications, much focus has been given to the assessment and 
resolution of symptoms of psychological distress, with relatively little attention given to 
functional improvements (Greer, Kurian, & Trivedi, 2010; McKnight & Kashdan, 2009). 
Therefore, researchers are encouraged to re-prioritise their measure selection to shift the 
focus away from mere symptom assessment toward a comprehensive measurement 
model that includes functional outcomes (McKnight & Kashan, 2009). 
Research conducted with professional helpers has documented the impact of 
symptoms of psychological distress on personal and professional functioning, including 
the inability to communicate or use key skills effectively (Sherman & Thelen, 1998; West & 
Shanafelt, 2007), and the delivery of sub-optimal care (Guy et al., 1989; American 
Psychological Association; 2010; Pope, Tabachnick, & Keith-Spiegel, 1987; Smith & Moss, 
2009). More than half (60%) of all psychologists in a seminal study reported having 
practiced therapy when they were too distressed to be effective (Pope et al., 1987). 
Physicians’ personal symptoms of distress have also been associated with inadequate care 
practices, ranging from minor mistakes to potentially serious medical errors (West & 
Shanafelt, 2007; Firth-Cozens & Greenhalgh, 1997). Preliminary results suggest that 
telephone crisis support workers also experience functional impairment related to 
symptoms of psychological distress. A significant proportion of telephone crisis support 
workers who participated in one study reported moderate to very high symptoms of 
psychological distress, and these participants reported significantly greater functional 
impairment than those who reported low level symptoms (Kitchingman et al., 2016). 
Hypothesis 4: Psychological distress will predict impairment 




Coping and help-seeking 
Coping and help-seeking are established as key variables in the process of reducing, 
minimising or tolerating stress, and in preventing psychological distress and impairment 
(Deasy et al., 2015). Distressed helpers who do not employ adaptive coping strategies or 
seek help are likely to deliver sub-optimal care (American Psychological Association, 
2010; Pope et al., 1987). While helpers generally believe in the usefulness of seeking help, 
attending supervision, and engaging in self-care and leisure activities to prevent or reduce 
distress and impairment, this belief is not associated with time spent engaging in such 
strategies (Bober & Regehr, 2006). Research suggests that helpers frequently engage in 
maladaptive coping strategies such as magical thinking (e.g., wishing that things would get 
better miraculously), detachment and feeling personally responsible, which increase their 
risk of distress (Mishara & Giroux, 1993). Studies also indicate that helping professionals 
are unlikely to seek help for elevated personal symptoms of distress, especially from 
another professional (Daronkamas et al., 1994; Deutsch, 1985; Guy, 2000; Guy et al., 
1989). Some researchers have suggested that helpers, who tend to have high levels of 
caring, compassion and empathy, put aside their own needs in order to care for others 
(Meyer & Ponton, 2006). Others propose that helpers’ reluctance to seek help is related to 
their belief their health is viewed as a reflection of their competence (Charlemagne-Odle, 
Harmon, & Maltby, 2014; Siebert & Siebert, 2007; Wallace & Lemaire, 2009). 
Hypotheses 5 and 6: Help-seeking and coping will moderate the relationship between 
psychological distress and impairment 
 
Figure 4.1. Hypothesised model of functional impairment. 






Participants were recruited from the largest volume telephone crisis support service 
provider in Australia. In preparation for the main study, a table was created listing the 
location and number of TCSs working at the 42 crisis support centres in Australia. Centre 
locations were categorised as metropolitan or regional according to the Australian 
Standard Geographical Classification system (Australian Bureau of Statistics, 2001). Three 
centres from different location categories were selected to participate in the study in 
order to ensure representativeness. 
Participants were recruited directly by the thesis author, who visited each of the three 
selected centres over separate two-week periods during May and June 2016. Each TCS 
who completed a shift on the crisis line during the recruitment period was invited to 
participate in the study. Participants provided informed consent, understood that their 
participation was voluntary, and their responses would be identifiable only by a unique 
code number. They were provided with the contact details for various mental health 
resources, including physician directory information, helplines, informational resources 
and online services, which they were encouraged to access if they were concerned about 
their wellbeing. The study was approved by the University of Wollongong Human 
Research Ethics Committee (Appendix 14). 
Power calculations were used to determine that a minimum of 50 participants was 
required to detect an effect size of .25 with .80 power and .05 error. In total, 124 of the 154 
TCSs who completed shifts during the recruitment period participated in the study by 
completing at least one survey, representing a response rate of approximately 81%. Data 
provided by 14 participants was excluded, as these participants completed more than one 
shift on the crisis line per week. The final sample included 110 TCSs. Eight (7.3%) 
participants did not complete Survey 2, and 19 (17.3%) did not complete Survey 3.  




Participants ranged in age from 19 to 84 years (M = 48.75, SD = 15.01). On average, 
participants had been in the TCS role for approximately 3 years (M = 2.94, SD = 3.91, 
Range = 1-17 years). Further demographic characteristics are provided in Table 4.1. 
Confirmation of the representativeness of the study sample in terms of age, gender and 
role type was established by comparison with recent service operational data (Lifeline 
Australia, 2014, 2015b). These data indicate that 76% of the workforce is female, 50% are 
aged 35-50 years, and 7.7% have a paid role. 
Prior to the main study, a pilot study was conducted with 28 TCSs to pre-test the 
feasibility of the study design and reliability and validity of study measures. Evidence 
suggests that a sample size of 25 is required for pilot studies with aims related to 
instrumentation (Hertzog, 2008). Participants in the pilot study were excluded from the 
main study. 




Table 4.1. Demographic characteristics of study participants (N = 110) 
 Total n(%) 
Gender Male 26(23.6) 
Female 80(72.7) 
Relationship status Single 21(19.1) 
In a relationship 14(12.7) 





Highest educational qualification Year 10/equivalent 5(4.5) 
Year 12/equivalent 5(4.5) 
Apprenticeship/equivalent 5(4.5) 
Diploma/equivalent 31(28.2) 
Undergraduate university degree 39(35.5) 
Postgraduate university degree 21(19.1) 
Country of birth Australia 82(74.5) 
Other English speaking country 19(17.3) 
Other non-English speaking country 5(4.5) 
Centre 1 – Metropolitan 30(27.3) 
2 – Regional 39(35.5) 
3 – Regional 37(33.6) 
Role PTCS only 47(42.7) 
PTCS plus volunteer role 2(1.8) 
PTCS plus paid overnight shifts 2(1.8) 
TCS only 40(36.4) 
TCS plus volunteer role 11(10.0) 
TCS plus other paid role 3(2.7) 
Note. PTCS = Probationary Telephone Crisis Supporter. TCS = Telephone Crisis Supporter. 
Percentages for each characteristic do not add up to 100%, as a number of participants 
chose not to respond to the corresponding survey item. 






The Sheehan Disability Scale (Sheehan, 1983) includes three items which measure 
functional impairment in the inter-related domains of work/school, social life/leisure 
activities, and family life/home responsibilities. Participants in the current study were 
asked to rate the work/school item in relation to their work/study outside of Lifeline, if 
applicable. A fourth item was added to represent the domain of work as a TCS. Participants 
rated the extent to which their symptoms disrupted their regular activities in each domain 
over the past week on a Likert scale ranging from 0 Not at all to 10 Extremely disrupted. 
Individual subscale scores greater than 5 suggest significant impairment. Subscale scores 
can also be combined into a single score indicating global functional impairment, with a 
score of 15 indicating significant impairment. Two additional SDS items asked 
respondents how many days within the past week their symptoms caused them to: 1) 
miss; and 2) be less productive in activities within each domain. The SDS has 
demonstrated reliability and validity in several populations [Arbuckle et al., 2009; Coles et 
al., 2014; Luciano et al., 2010]. 
Psychological distress 
The Profile Of Mood States (POMS) is the ‘gold standard’ assessment for measuring 
fluctuations in general psychological distress in clinical and research settings (Butow et al., 
1991). The POMS-Brief (McNair & Heuchert, 2005) was chosen for this study, as it has 
demonstrated similarly strong internal reliability, validity and specificity to the 65-item 
original scale (Rossi & Pourtois, 2012). The POMS-Brief asks  respondents to rate the 
extent to which they are experiencing/have experienced 30 affective states on a 5-point 
Likert scale ranging from 0 Not at all to 4 Extremely either according to ‘right now’ or ‘past 
week’ instructions. In the current study, participants responded to the ‘right now’ 
instruction, in order to assess their affective state directly before, directly after and one 
week after completing a shift on the crisis line. The measure generates six subscale scores 




representing identifiable affective states, including five domains of negative affect 
(tension-anxiety, depression-dejection, anger-hostility, fatigue-inertia, confusion- 
bewilderment), and one domain of positive affect (vigor-activity). A Total Mood 
Disturbance (TMD) score is calculated by subtracting the score on the vigor-activity 
subscale from the sum of the other five subscales. Higher scores are indicative of greater 
mood disturbance. Cronbach’s alpha values for the current sample indicated adequate 
internal consistency (Time 1 α =.77, Time 2 α = .80, Time 3 α = .75). 
The Depression Anxiety Stress Scale – 21 item version (DASS-21; Lovibond & 
Lovibond, 2004) is a self-report survey instrument used to measure symptoms of 
depression, anxiety and stress over the past week. The DASS-21 was selected for the 
current study on the basis of demonstrated similarly high internal consistency and strong 
psychometric properties to the longer 42 item version of the DASS in community and 
clinical populations (Lovibond & Lovibond, 2004; Antony et al., 1998; Henry & Crawford, 
2005), while taking half the time to administer. Participants completed the measure 
directly before (Time 1) and one week after completing their shift on the crisis line (Time 
3). Consistent with scoring instructions, subscale scores of 0-9 indicated Normal, 10-13 
Mild, 14-20 Moderate, 21-27 Severe and 28 or greater Extremely severe symptoms of 
depression. Subscale scores of 0-7 indicated Normal, 8-9 Mild, 10-14 Moderate, 15-19 
Severe, and 20 or greater Extremely severe symptoms of anxiety. Subscale scores of 0-14 
indicated Normal, 15-18 Mild, 19-25 Moderate, 26-33 Severe and 34 or greater Extremely 
severe symptoms of stress. In the current study, Cronbach’s alpha values for depression 
(Time 1 α = .83; Time 3 α = .81, anxiety (Time 1 α = .65; Time 3 α = .73) and stress 
subscales (Time 1 α = .82; Time 3 α = .78) indicated acceptable internal consistency. 
Suicidal ideation was measured by the eight critical items of the Adult Suicidal 
Ideation Questionnaire (Reynolds, 1991): 1) ‘I thought about killing myself’, 2) ‘I thought 
about how I would kill myself’, 3) ‘I thought about when I would kill myself’, 4) ‘I thought 
about what to write in a suicide note’, 5) ‘I thought about writing a will’, 6) ‘I thought about 




telling people I plan to kill myself’, 7) ‘I thought how easy it would be to end it all’, 8) ‘I 
thought if I had the chance I would kill myself’. These items examine the intensity and 
lethality of current suicidal thoughts, together with the specificity and availability of a 
suicide plan in the last month [Reynolds, 1991]. Responses were made on a 7-point Likert 
scale ranging from 0 I have never had this thought before to 6 Almost every day. Individual 
items scores were summed to obtain a scale score ranging from 0-48, with higher scores 
indicating more severe suicidal ideation. Scale scores of 0 to 8 indicated Minimal, 9-32 
Moderate, and 33-48 Critical suicidal ideation [Reynolds, 1991; Wilson et al., 2010]. A 
Cronbach alpha coefficient of .89 was obtained for the eight items in the current sample, 
showing good internal consistency. 
Two subscales of the Professional Quality of Life scale – Version 5 (ProQOL-5; Stamm, 
2010) were used to measure burnout and secondary traumatic stress. The ProQOL-5 
conceptualises compassion fatigue as being comprised of two subscales of 10 items each. 
Burnout (BO) is regarded as feelings of hopelessness and difficulty dealing with work or 
doing a job effectively (e.g., ‘I feel trapped by my job as a helper’). Secondary traumatic 
stress (STS) is regarded as a fright response resulting from exposure to traumatic events 
(e.g., ‘I think that I might have been affected by the traumatic stress of those I help’). Using 
a 5-point Likert scale ranging from 1 Never to 5 Very often, respondents are asked to 
indicate how frequently each item was experienced in the previous week. Higher subscale 
scores indicate greater risk of BO and STS, respectively. Current scoring guidelines are 
based on a conservative quartile method with cut-off scores set at the 25th and 75th 
percentiles to indicate relative risk or protective factors (Stamm, 2010). Convergent and 
discriminant validity have been established for the scales, and good construct validity is 
based on more than 200 peer-reviewed articles. Internal consistency coefficients for BO 
were α = .58 (Time 1) and α = .61 (Time 3), and STS were α = .66 (Time 1) and α = .77 
(Time 3).  





The survey included continuous items to assess participants’ age and number of years 
of experience as a TCS. Binary items were used to assess participants’ sex (0 = male, 1 = 
female), relationship status (0 = single/divorced/separated/widowed, 1 = in a 
relationship/married/de facto), highest educational qualification (0 = no university 
degree, 1 = university degree), country of birth (0 = Australia, 1 = other), centre location (0 
= metropolitan, 1 = inner regional), accreditation level (0 = probationary, 1 = accredited), 
nature of role/s at Lifeline (0 = volunteer, 1 = paid), number of role/s at Lifeline (0 = 1, 1 = 
more than 1 role), usual shift frequency (0 = once per week or less, 1 = once per fortnight 
or more), and time elapsed since most recent shift on the crisis line (0 = 1 week ago or 
less, 1 = 2 weeks ago or more). 
Lived experience of mental health issues was measured using an item used in a 
previous study (Mishara & Giroux, 1993). In response to the prompt “Have you ever had a 
diagnosed mental illness?” participants are asked to select “Yes – within the past 12 
months”, “Yes – but not within the past 12 months” or “No”. Those who selected either 
“Yes” option were asked to specify their diagnosis/es.  
Lived experience of suicide was measured by four items of the Suicidal Behaviours 
Questionnaire – Revised (SBQ-R; Osman et al., 2001) which assess: 1) lifetime suicide 
ideation and/or suicide attempt, 2) 12 month frequency of suicidal ideation, 3) threat of 
suicide attempt, and 4) self-reported likelihood of future suicidal behaviour. Items scores 
were summed to create a score ranging from 3 to 18. In keeping with Osman and 
colleagues’ scoring instructions, a cut-off score of 7 was used to determine clinically 
significant suicide risk (Osman et al., 2001). The SBQ-R has demonstrated acceptable 
internal reliability and criterion validity within a range of adult clinical and non-clinical 
samples (Osman et al., 2001). The item “Have you ever been bereaved or affected by 
another person’s suicide?” was used to assess bereavement by suicide, to which 
participants answered ‘Yes’ or ‘No’. 




Motivations for volunteering as a telephone crisis support workers were measured by 
the 30-item Volunteer Functions Inventory (Clary et al., 1998). Six subscales measure 
motivations to volunteer as a means of preparing for a new career or maintaining career-
relevant skills (career), to obtain satisfactions related to personal growth and self-esteem 
(enhancement), to reduce guilt over being more fortunate than others and to address 
one’s own personal problems (protective), an opportunity to be with one’s friends or 
engage in an activity viewed favourably by others (social), to experience new learning and 
the chance to use otherwise unpractised knowledge, skills and abilities (understanding), 
or an opportunity to express values related to altruistic and humanitarian concerns for 
others (values). Respondents are asked to rate how important each item is as a reason for 
volunteering as a TCS on a 7-point scale ranging from 1 Not at all important/accurate to 7 
Extremely important/accurate. A series of six studies demonstrated that the VFI yields a 
theoretically-consistent factor structure, with acceptable internal consistency, temporal 
stability and predictive validity (Clary et al., 1998). Cronbach’s alpha values indicated 
adequate internal reliability within each subscale: Career α = .93, enhancement α = .85, 
protective α = .77, social α = .76, understanding α = .74, values α = .73. 
Shift factors 
Consistent with existing service practices, participants answered a number of 
categorical items in response to each call taken during their shift on the crisis line. They 
recorded the length of each call, whether the call was a crisis or non-crisis call, the issue 
which was the focus of the call, whether the caller’s suicidality was discussed, whether a 
safeplan was created with the caller, whether the caller was at imminent risk of suicide, 
whether any safety issues (e.g., domestic and family violence, non-suicidal self-injury, child 
protection) were discussed, and whether the caller was at imminent risk of these safety 
issues. The Time 2 online survey also included items to assess the number of TCSs and 
other staff members present during the shift, and whether help was sought from an ISS 
during the shift. 





The Brief COPE (Carver, 1997) was used to measure 14 different coping strategies 
used in response to a shift on the crisis line: self-distraction (e.g., ‘turning to work or other 
activities to take my mind off things’), active coping (e.g., ‘taking action to try to make the 
situation better’), denial (e.g., ‘refusing to believe that it has happened’), substance use 
(e.g., ‘using alcohol or other drugs to help me get through it’), use of emotional support 
(e.g., ‘getting comfort and understanding from someone’), use of instrumental support 
(e.g., ‘getting help and advice from other people’), behavioural disengagement (e.g., ‘giving 
up trying to deal with it’), venting (e.g., ‘saying things to let my unpleasant feelings 
escape’), positive reframing (e.g., ‘looking for something good in what is 
happening’), planning (e.g.,. ‘trying to come up with a strategy about what to do’), humour 
(e.g., ‘making fun of the situation’), acceptance (e.g., ‘learning to live with it’), religion (e.g., 
‘trying to find comfort in my religion or spiritual beliefs’), and self-blame (e.g., ‘criticising 
myself’). Participants were asked to rate how frequently they used each strategy to cope 
with thoughts and feelings about the shift on a 4-point Likert scale ranging from 1 I haven’t 
been doing this at all to 4 I’ve been doing this a lot. Cronbach’s alpha values indicated 
adequate internal reliability within each subscale: Self-distraction α = .68, active coping α 
= .77, denial α = .54, substance use α = .94, use of emotional support α = .70, use of 
instrumental support α = .78, behavioural disengagement α = .66, venting α = .51, positive 
reframing α = .68, planning α = .81, humour α = .66, acceptance α = .56, religion α = .66, 
self-blame α = .55. 
Help-seeking 
A modified version of the Actual Help-Seeking Questionnaire (Rickwood & 
Braithwaite, 1994) was used to assess participants’ help-seeking behaviours during the 
week following their shift on the crisis line. Participants responded Yes or No to the 
prompt ‘Have you sought help from any of the following in the past week because of 
thoughts and feelings about your shift on the crisis line one week ago?’ for the following 




formal and informal help-sources: intimate partner, friend, parent, other relative/family 
member, fellow Lifeline TCS, Lifeline In-Shift Support person (ISS), colleague from other 
place of work, Lifeline’s telephone crisis line, other telephone helpline or online chat 
service, doctor/GP, mental health professional, minister/religious leader, mental health 
website. The option ‘I did not seek help from anyone’ was also given.  
Design and procedure 
A concurrent, mixed methods design (Creswell & Plano Clark, 2011) was used to 
examine telephone crisis support workers’ functional impairment related to symptoms of 
psychological distress. The purpose of this design was complementarity; that is, using 
quantitative and qualitative techniques to measure overlapping but also different aspects 
of the phenomenon of interest, functional impairment. Participants completed three 
surveys. They completed Survey 1 (Appendix 15) online directly before commencing their 
shift on the crisis line. In keeping with existing service procedures, they completed a call 
summary sheet for each call taken during the shift (Appendix 16). Participants completed 
Survey 2 (Appendix 17) online directly after completing their shift on the crisis line. 
Exactly one week following their shift, participants received an email containing the 
electronic link to Survey 3 (Appendix 18), which they completed online from a place of 
their convenience. A subset of participants also volunteered to participate in an interview. 
Only the quantitative component of the study is reported in this paper. 
Data analysis 
All statistical analyses were performed with the IBM Statistical Package for the Social 
Sciences (IBM-SPSS; Chicago, IL, USA) for Windows version 21. Means, standard deviations 
and bivariate correlations were calculated for study variables. Repeated measures 
analyses of variance (ANOVA) were used to identify changes in psychological distress and 
impairment across time points. Structural equation modelling in AMOS was used to test 
relationships within the hypothesised models of impairment, building up to testing the 
fully hypothesised models (Figure 1). Moderation relationships were tested using 




PROCESS, a computational tool for path analysis-based moderation in the form of a 
conditional process model that uses an ordinary least squares or logistic based path 
analytical framework to test for both direct and indirect effects (Hayes, 2013). Analyses 
were conducted according to the specifications set out by PROCESS for SPSS using model 




Almost one third of participants (n = 35, 31.8%) had been diagnosed with a mental 
illness at some point. Three participants (2.7%) had received a diagnosis within the past 
12 months. Diagnoses included anxiety, depressive, bipolar, trauma/stressor-related, 
eating, personality and substance-related disorders. 
Twenty-six participants (23.6%) reported previous suicidal ideation and/or attempt, 
or self-reported likelihood of future suicidal behaviour indicative of clinically significant 
suicide risk. Forty-two participants (38.2%) had thought of suicide, and twenty-seven 
participants (24.5%) had a plan to kill themselves at least once. Twenty-four participants 
(21.8%) had, at some point, told someone that they were going to suicide. Nineteen 
participants (17.2%) thought about killing themselves within the past year. Thirteen 
(11.8%) of these participants had thought about killing themselves rarely (1 time), 
4(3.6%) ‘sometimes’ (2 times), 1(0.9%) ‘often’ (3-4 times), and 1 participant (0.9%) had 
thought about killing themselves ‘very often’ (5 or more times) within the past year. 
Thirty-nine participants (35.5%) reported that there was a chance they would suicide 
someday. Thirty-six of these participants (32.8%) reported that they were ‘unlikely’, while 
3 participants (2.7%) reported that they were ‘likely’ to suicide someday. The majority of 
participants (n = 61, 55.5%) had been bereaved by suicide at some point. 
As a group, participants were most likely to endorse motivations related to values (M 
= 29.92, SD = 4.53) and understanding (M = 26.18, SD = 5.19), followed by enhancement 




(M = 16.46, SD = 6.92), career (M = 14.75, SD = 8.76), protective (M = 12.05, SD = 5.63) and 
social motivations for volunteering as a TCS (M = 11.76, SD = 5.70).  
Shift factors 
On average, participants reported that there were two other TCSs (M = 2.39, SD = 
1.00, Range = 1-5), and two additional people (e.g., In-Shift Support worker [ISS], other 
staff members) (M = 2.68, SD = 1.54, Range = 1-11) present at the centre during their shift 
on the crisis line. Approximately half of all participants spoke to their ISS before starting (n 
= 66, 60.0%) and after finishing their shift on the crisis line (n = 51, 46.4%). 
Approximately one quarter of participants spoke to their ISS during (n = 33, 30.0%) or 
after at least one call during their shift (n = 30, 27.3%). A significant proportion of 
participants (n = 17, 15.5%) did not speak to their ISS before, during or after their shift on 
the crisis line. 
On average, participants took seven calls during their shift (M = 6.82, SD = 2.46). 
Participants spent an average of 115 minutes speaking with callers (M = 114.79, SD = 
32.59, Range = 53-182) during their shift. Calls primarily focused on family and 
relationship issues (17.1%), issues related to the self (15.3%), mental health (12.3%), 
general health (5.5%) and suicide (3.8%). Suicide was specifically discussed in just over 
half of all calls (56.5%), and was imminent in 1% of calls. A significant proportion of calls 
(16.8%) involved safety issues (e.g., domestic violence, child protection, third party 
suicide, crime/other emergency), which were imminent in 3.2% of calls. The majority of 
participants (56.5%) took at least one call which involved one or more safety issues. A 
significant proportion of participants (17.7%) spoke to one or more callers for whom at 
least one safety issue presented an imminent risk. 
Coping strategies 
As a group, participants used acceptance (M = 3.07, SD = 1.31) and positive reframing 
strategies (M = 3.02, SD = 1.26) ‘a medium amount’, and emotional support (M = 2.94, SD = 
1.25), active coping (M = 2.69, SD = 1.24), religion (M = 2.56, SD = 1.00), self-distraction (M 




= 2.54, SD = 1.06), venting (M = 2.50, SD = .73), instrumental support (M = 2.48, SD = .93), 
planning (M = 2.48, SD = .87), self-blame (M = 2.39, SD = .67), humour (M = 2.33, SD = .71), , 
substance use (M = 2.11, SD = .63), behavioural disengagement (M = 2.03, SD = .28) and 
denial strategies (M = 2.02, SD = .21) ‘a little bit’ to cope with thoughts and feelings about 
their shift during the week after completing a shift on the crisis line. 
Help-seeking 
Just under one half (n = 51, 46.4%) of participants did not seek help from anyone 
during the week following their shift on the crisis line. Participants who did seek help 
preferred to speak to an intimate partner (n = 24, 21.8%), followed by an ISS (n = 16, 
14.5%), friend (n = 10, 9.1%), fellow TCS (n = 7, 6.4%), relative (n = 4, 3.6%), or mental 
health professional (n = 2, 1.8%).   
Affective response 
As a group, participants reported significantly higher total mood disturbance directly 
after than directly before completing a shift on the crisis line (Table 4.2). Participants 
reported significantly greater tension-anxiety and confusion-bewilderment directly before 
than directly after completing a shift. They reported significantly greater fatigue-inertia 
directly after than directly before the shift, which did not reduce significantly during the 
week after completing a shift on the crisis line. Participants reported significantly lower 
levels of vigor-activity directly after compared to directly before completing a shift on the 
crisis line. They also reported significantly lower levels of vigor-activity one week after 
compared to directly before completing a shift. Participants reported similar levels of 
depression-dejection and anger-hostility across time points.  
Psychological distress 
Most participants reported minimal suicidal ideation (n = 114, 91.9%), while four 
participants (3.2%) reported moderate suicidal ideation during the month before 
completing a shift on the crisis line. Most participants reported normal to mild symptoms 
of depression, anxiety and stress, while a significant proportion reported moderate to 




extremely severe symptoms of depression, anxiety and stress during the week before and 
the week after completing a shift on the crisis line (Table 4.3). All participants reported 
low symptoms of burnout and secondary traumatic stress at each time point (Table 4.3). 
Participants reported significantly more severe symptoms of anxiety, stress and secondary 
traumatic stress during the week before compared to the week after completing a shift on 
the crisis line (Table 4.3). Symptoms of depression and burnout did not differ significantly 
from the week before to the week after completing a shift. 
Intercorrelations 
Correlations supported hypothesised relationships between model variables. 
Significant correlations were found between affective response and psychological distress 
(Table 4.4), personal factors and psychological distress (Table 4.5), shift factors and 
psychological distress (Table 4.6), psychological distress and impairment (Tables 4.7 and 
4.8), help-seeking and impairment (Table 4.9), and coping strategies and impairment 
variables (Table 4.10). 
Table 4.2. Affective responses directly before, directly after and one week after 
completing a shift on the crisis line. 




One week after 
M(SD) 
F p 
Fatigue-inertia 3.02(3.10)a 4.15(4.04)a 3.60(3.67) 5.30 .007 
Confusion-
bewilderment 
2.43(1.73)b 1.85(1.40)b 2.27(1.57) 6.89 .002 
Tension-anxiety 2.17(2.60)c 1.13(2.16)c 1.31(1.83) 12.10 .000 
Depression-dejection 1.00(2.11) .67(1.57) .99(1.85) 1.83 .167 
Anger-hostility .24(.70) .34(1.22) .42(.82) 2.02 .139 
Vigor-activity 6.97(3.89)de 3.91(3.73)df 5.73(4.17)ef 29.94 .000 
TMD 1.87(9.94)g 4.22(9.38)g 2.81(9.94) 4.68 .012 
Note. TMD = Total Mood Disturbance. Means in the same row with the same subscript 
letter are significantly different. 




Table 4.3. Symptoms of psychological distress during the week before and the week after completing a shift on the crisis line (N = 110). 
 Symptoms during the week before completing a shift Symptoms during the week after completing a shift F p 








Depression  3.35(4.86) 90(81.8) 14(12.7) 2.72(3.96) 82(74.5) 10(9.0) 2.97 .088 
Anxiety 2.25(3.15) 87(79.1) 17(15.4) 1.42(3.03) 85(77.2) 7(6.3) 8.48 .005 
Stress 7.01(5.83) 67(60.9) 37(33.7) 5.87(5.26) 72(65.4) 20(18.1) 5.47 .022 
BO 17.09(3.37) 102(92.7) - 16.99(3.33) 92(83.6) - .19 .663 
STS 15.81(3.30) 102(92.7) - 15.09(3.83) 92(83.6) - 5.89 .017 
Note. BO = Burnout. STS = Secondary traumatic stress. Frequencies for each symptom type at each time point do not add to 100% where some 
participants chose not to complete symptom measures. 




Table 4.4. Correlations between affective response and psychological distress.  
 Month 
before 
Week before Week after 
Suicidal 
ideation 
Depression Anxiety Stress BO STS Depression Anxiety Stress BO STS 
TMD .25* .47*** .35*** .61*** .49*** .45*** .59*** .45*** .67*** .38*** .38*** 
Tension/anxiety .10 .11 .26** .47*** .24* .48** .34** .34** .57** .14 .28** 
Depression/dejection .35*** .61*** .21* .50*** .45*** .38*** .71*** .32** .56*** .38*** .30** 
Anger/hostility .18 .27** .16 .45*** .13 .18 .33** .25* .51*** .06 .12 
Fatigue/inertia .14 .43*** .25* .51*** .40*** .32** .53*** .25* .54*** .33** .24* 
Confusion/bewilderment -.03 .24* .37*** .40*** .25* .26** .40*** .42*** .37*** .18 .29** 
Vigor/activity -.26** -.31** -.22* -.30** -.38*** -.21* -.22* -.31** -.33** -.31** -.28** 
TMD .11 .26** .20* .46*** .41*** .45*** .52*** .49*** .60*** .31** .41*** 
Tension/anxiety .12 .25* .47*** .46*** .33** .57*** .51*** .75*** .56*** .23* .56*** 
Depression/dejection .09 .27** .06 .27** .40*** .40*** .48*** .22* .49*** .44*** .29** 
Anger/hostility .04 .27** .38*** .30** .11 .39*** .46*** .69*** .43*** .09 .53*** 
Fatigue/inertia .06 .09 .01 .36*** .26* .27** .27* .10 .50*** .16 .11 
Confusion/bewilderment -.07 .16 .29** .31** .08 .26* .31** .34** .28** .04 .32** 
Vigor/activity -.12 -.13 .03 -.15 -.29** -.12 -.24* -.22* -.20 -.25* -.16 
TMD .13 .35** .23* .51*** .41*** .39*** .53*** .36** .55*** .42*** .35** 
Tension/anxiety .09 .28** .20 .44*** .33** .40*** .36** .43*** .58*** .31** .36** 
Depression/dejection .15 .47*** .07 .43*** .45*** .28** .56*** .25* .45*** .40*** .31** 
Anger/hostility .21* .26* .04 .34** .07 .14 .28** .18 .41*** .07 .21 
Fatigue/inertia -.03 .18 .12 .41*** .27* .34** .42*** .20 .46*** .25* .23* 
Confusion/bewilderment -.17 .21* .01 .35** .24* .32** .31** .26* .40*** .28** .30** 
Vigor/activity -.25* -.21 -.29** -.26* -.30** -.19 -.30** -.23* -.20 -.33** -.19 
Note. TMD = Total Mood Disturbance. BO = Burnout. STS = Secondary traumatic stress. ***p<.001, **p<.01, *p<.05.




Table 4.5. Correlations between personal factors and psychological distress variables. 
 During month 
before shift 
During week before shift During week after shift 
 Suicidal 
ideation 
Depression Anxiety Stress BO STS Depression Anxiety Stress BO STS 
Demographics 
Age -.03 -.03 -.23* -.25* -.18 .09 -.095 -.16 -.32** -.06 .05 
Sex .08 -.08 -.01 .03 -.12 .01 -.10 .05 .10 -.10 -.02 
Relationship .01 -.06 -.08 .01 .01 .07 -.10 -.04 .16 -.02 .08 
Education -.07 -.20* -.12 -.09 -.14 .06 -.01 .06 .01 -.10 .03 
Country -.08 -.14 .05 .03 -.03 .05 -.05 -.02 .04 -.03 -.05 
Centre .10 .01 -.17 .07 -.04 .01 -.12 -.11 -.12 -.05 -.01 
Paid -.03 -.07 -.02 .12 -.08 .09 -.14 -.11 -.10 -.10 .05 
Multiple roles .08 .02 -.14 -.04 -.10 -.02 -.04 -.17 -.19 -.12 -.04 
Accreditation status -.07 .06 -.30** -.18 -.05 -.07 .01 -.27* -.25* .06 .03 
Shift frequency -.03 -.01 .01 .19 .14 .16 -.01 -.03 .22* .19 .18 
Experience .15 .09 -.12 -.06 .01 .05 .01 -.11 -.13 .04 .01 
Lived experience 
Mental health  -.35*** -.11 -.11 -.21* -.15 -.06 -.09 -.12 -.07 -.21 .03 
Suicide .55*** .31** .29** .37*** .22* .23* .27* .22* .14 .19 .06 
Bereaved by suicide -.14 .02 -.07 -.02 .01 .02 .11 .14 .09 .22* .12 
Motivations for volunteering 
Enhancement .06 .01 .07 .17 .01 .05 -.04 -.01 .08 -.05 -.01 
Career .02 .01 .19 .22* .13 .08 .01 .14 .20 .01 .07 
Social .03 -.02 .09 .03 -.06 .01 -.06 -.05 -.07 -.14 -.04 
Values .17 .12 .10 .09 -.06 .05 .10 .23* .03 -.07 .19 
Protective .06 .23* .16 .19 .14 .15 .21* .14 .19 .11 .15 
Understanding -.06 .04 .07 .27** -.11 .01 .08 .16 .14 -.13 .06 
Note. BO = Burnout. STS = Secondary traumatic stress. ***p<.001, **p<.01, *p<.05.




Table 4.6. Correlations between shift factors and psychological distress during the week 
after completing a shift on the crisis line. 
 Depression Anxiety Stress BO STS 
Number of other TCSs present -.02 -.09 -.09 -.09 -.23* 
Number of other people present .11 .24* .13 .06 .17 
Length of calls in total .14 -.04 .30* .07 .14 
No contact with ISS -.05 -.14 -.30** .08 -.16 
Total -.06 -.13 -.02 .01 -.03 
Crisis -.18 -.11 -.11 .01 -.03 
Non-crisis .15 -.06 .10 -.01 -.03 
Suicide discussed -.11 -.04 -.09 -.04 -.01 
Safeplan created -.06 .01 .10 -.09 -.03 
Imminent risk of suicide -.06 -.06 .11 -.13 -.10 
Safety issues .05 -.01 -.02 -.13 -.03 
Imminent safety issues -.08 -.08 -.12 -.13 -.05 
Abuse .01 -.02 -.05 -.02 .03 
Addictions/problem behaviour .06 -.13 -.08 .06 -.17 
Bereavement .12 .01 .10 .18 .21 
Carer issues .21 -.04 .02 .23* .08 
Family/relationship issues .01 -.02 .08 .01 -.12 
Financial -.06 -.09 -.13 -.11 -.01 
Health -.12 .17 -.02 .06 .14 
Mental health -.19 .01 -.06 .08 -.05 
Practical help -.11 -.01 -.01 .04 .02 
Self -.08 -.10 -.09 -.07 .01 
Social exclusion -.03 -.01 -.20 .18 .03 
Suicide -.01 -.11 .01 -.14 -.04 
Community issue -.08 -.05 -.12 -.06 -.12 
Note. BO = Burnout. STS = Secondary traumatic stress. ***p<.001, **p<.01, *p<.05.  




Table 4.7. Correlations between psychological distress and disruption to activities during 
the week before completing a shift on the crisis line. 
 TCS Work/study Home/family Social/leisure 
ASIQ -.03 .04 .48*** .37*** 
Depression  .04 .25** .63*** .51*** 
Anxiety  .01 .22* .25* .18 
Stress  .18 .38*** .31** .31** 
BO  .17 .12 .18 .18 
STS  .25* .25* .21* .19 
Note. BO = Burnout. STS = Secondary traumatic stress. ***p<.001, **p<.01, *p<.05. 
Table 4.8. Correlations between psychological distress and disruption to activities during 
the week after completing a shift on the crisis line. 
 TCS Work/study Home/family Social/leisure 
Time 1     
ASIQ .01 .07 .32** .28** 
Depression .38** .22* .45** .45** 
Anxiety .24* .31** .16 .20 
Stress .35** .28** .38** .42** 
BO .26* .30** .30** .38** 
STS .45** .54** .46** .46** 
Time 3     
Depression  .44** .22* .44** .39** 
Anxiety .60** .53** .43** .40** 
Stress .49** .43** .52** .55** 
BO .29** .26* .19 .27* 
STS .65** .51** .44** .38** 
Note. BO = Burnout. STS = Secondary traumatic stress. ***p<.001, **p<.01, *p<.05. 




Table 4.9. Correlations between help-seeking and impairment during the week after 
completing a shift on the crisis line. 
 TCS Work/study Home/family Social/leisure 
No-one -.07 -.15 -.20 -.05 
Partner .01 .07 .21* .05 
Friend .22* .33** .15 .15 
Parent -.06 -.05 -.05 -.04 
Other relative .14 .02 -.01 .02 
Telephone crisis supporter -.07 -.06 .12 -.06 
In-Shift Support worker .13 .19 .22* .18 
Mental health professional .03 -.07 .03 -.06 
Note. ***p<.001, **p<.01, *p<.05. 
Table 4.10. Correlations between coping strategies and impairment during the week after 
completing a shift on the crisis line. 
 TCS Work/study Home/family Social/leisure 
Self-distraction .43** .46** .36** .24* 
Active coping .18 .25* .13 .15 
Denial .02 .15 -.05 -.05 
Substance use .13 .12 .14 .06 
Use of emotional support .13 .16 .14 .07 
Use of instrumental support .17 .16 .16 .10 
Behavioural disengagement .51** .39** .33** .37** 
Venting .30** .34** .20 .17 
Positive reframing .15 .18 .20 .09 
Planning .08 .25* .17 .12 
Humour .05 .14 .05 -.02 
Acceptance .10 .13 .15 .06 
Religion .16 .25* .09 .18 
Self-blame .22* .17 .15 .16 
Note. TCS = Telephone crisis supporter. ***p<.001, **p<.01, *p<.05. 




Level of impairment before and after shift 
On average, participants reported that their symptoms of psychological distress had 
caused a low level of disruption to their normal TCS, work/study, family/home, and 
social/leisure activities during the week before, and the week after completing a shift on 
the crisis line. However, frequency statistics indicated that a significant proportion of 
participants reported a high level of disruption to their normal TCS, work/study, 
home/family, and social/leisure activities during the week before and the week after 
completing a shift on the crisis line (Table 4.11). 
Participants reported significantly greater disruption to TCS activities during the 
week after compared to the week before completing a shift on the crisis line, F(1, 88) = 
7.51, p = .007 (Table 4.11). Disruption to work/study, home/family and social/leisure 
activities did not differ significantly from the week before to the week after completing a 
shift (Table 4.11). During the week before completing a shift on the crisis line, participants 
reported a significantly lower level of disruption to TCS activities compared to work/study 
activities, and home/family activities (Table 4.11). Disruption to family/home activities 
was significantly greater than disruption to social/leisure activities during the week 
before completing a shift (Table 4.11). Levels of disruption across functional domains did 
not differ significantly during the week after completing a shift (Table 4.11). 
On average, participants missed activities in each functional domain on less than one 
day during the week before, and less than one day during the week after completing a shift 
on the crisis line. As a group, participants reported reduced productivity on less than one 
day during the week before and less than one day during the week after completing a shift 
(Table 4.11). However, frequency statistics revealed that a significant proportion of 
participants missed activities or were less productive in each of these functional domains 
on at least one day during the week after completing a shift on the crisis line.  




Table 4.11. Impairment during the week before and after completing a shift on the crisis line.  
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n(%) 


























.95bc 8(7.2) .31 .47 13(11.8) 21(19.1) .70 5(4.5) .20 .37 8(7.2) 19(17.3) 
Work/ 
study  
.79a 4(3.6) .14 .33 6(5.4) 18(16.3) .53 2(1.8) .04 .25 4(3.6) 16(14.5) 
Social/ 
leisure 
.60c 4(3.6) .30 .34 16(14.5) 16(14.5) .55 3(2.7) .18 .26 7(6.3) 12(10.9) 
TCS  .411ab 3(2.7) .07 .02 4(3.6) 2(1.8) .721 2(1.8) .09 .07 5(4.5) 6(5.5) 
Note. Mean values for disruption in the same column with the same subscript letter are significantly different. Mean values for disruption in the same 
row with the same subscript number are significantly different. ***p<.001, **p<.01, *p<.05. 




Disruption to TCS activities 
Week before shift 
The coefficients between TMD and distress (β = .76, p = .000) and distress and 
impairment (β = .23, p = .038) were significant, and model fit was adequate (χ2 = 38.49, p 
= .008, CFI = .91, RMSEA = .08), supporting Hypotheses 1 and 2 (see Figure 2). No support 
was found for Hypothesis 3, as the coefficient between personal factors and distress was 
not significant (β = -.09, p = .344). 
 
Figure 4.2. Empirically supported model of disruption to TCS related activities during the 
week before completing a shift on the crisis line 
Week after shift 
The coefficients between TMD and distress (TMDT2 β = .43, p = .000; TMDT3 β = .33, p 
= .000) and distress and impairment (β = .74, p = .000) were significant, and model fit was 
adequate (χ2 = 36.58, p = .009, CFI = .94, RMSEA = .08, supporting Hypotheses 1 and 2 (see 
Figure 3). Coefficients between personal factors and distress (β = -.04, p = .622) and shift 
factors and distress (β = .25, p = .137) were not significant, finding no support for 
Hypotheses 3 and 4. Partial support was found for Hypotheses 5 and 6, as seeking help 
from a friend (B = .05, p = .023), an ISS (B = .06, p = .005), or mental health professional (B 
= -.20, p = .006), using self-distraction (B = .01, p = .013), instrumental support (B = .04, p = 
.001), and venting (B = .02, p = .007) significantly moderated the relationship between 
distress and impairment. 
 





Figure 4.3. Empirically supported model of disruption to TCS related activities during the 
week after completing a shift on the crisis line 
Disruption to work/study activities 
Week before shift 
The coefficients between TMD and distress (β = .77, p = .000) and distress and 
impairment (β = .42, p = .000) were significant, and model fit was adequate (χ2 = 40.23, p = 
.005, CFI = .91, RMSEA = .08), supporting Hypotheses 1 and 2 (Figure 4). Hypothesis 3 was 
not supported, as the coefficient between personal factors and distress was not significant 
(β = -.14, p = .130). 
 
Figure 4.4. Empirically supported model of disruption to work/study activities during the 
week before completing a shift on the crisis line 
Week after shift 
Coefficients between TMD and distress (TMDT2 β = .50, p = .000; TMDT3 β = .28, p = 
.017) and distress and impairment (β = .58, p = .000) were significant, supporting 
Hypotheses 1 and 2 (Figure 5). Model fit was adequate (χ2 = 40.10, p = .003, CFI = .92, 
RMSEA = .08). No support was found for Hypotheses 3 or 4, as the coefficients between 
personal factors and distress (β = -.05, p = .565) and shift factors and distress (β = .38, p = 
.061) were not significant. Hypothesis 5 was partially supported, as not seeking help from 
anyone (B = -.07, p = .002), and seeking help from an ISS (B = .06, p = .011) significantly 




moderated the relationship between distress and impairment. Partial support was found 
for Hypothesis 6, as the relationship between distress and impairment was significantly 
moderated by active coping (B = -.02, p = .043), substance use (B = -.03, p = .024), religion 
(B = .03, p = .001) and self-blame coping strategies (B = -.03, p = .010). 
 
Figure 4.5. Empirically supported model of disruption to work/study activities during the 
week after completing a shift on the crisis line 
Disruption to home/family activities 
Week before shift 
Coefficients between TMD and distress (β = .74, p = .000) and distress and 
impairment (β = .67, p = .000) were significant, supporting Hypotheses 1 and 2 (Figure 6). 
Model fit was not adequate (χ2 = 60.93, p = .000, CFI = .84, RMSEA = .14). No support was 
found for Hypothesis 3, as the coefficient between personal factors and distress was not 
significant (β = -.10, p = .268). 
 
Figure 4.6. Empirically supported model of disruption to home/family activities during 
the week before completing a shift on the crisis line 
Week after shift 
Coefficients between TMD and distress (T2 β = .48, p = .000; T3 β = .36, p = .002) and 
distress and impairment (β = .64, p = .000) were significant, and model fit was adequate 
(χ2 = 31.87, p = .032, CFI = .95, RMSEA = .07), supporting Hypotheses 1 and 2 (Figure 7). 
No support was found for Hypotheses 3 or 4, as the coefficients between personal factors 




and distress (β = -.04, p = .627) and shift factors and distress (β = .36, p = .072) were not 
significant. Partial support was found for Hypotheses 5, as the relationship between 
distress and impairment was significantly moderated by seeking help from an ISS (B = .07, 
p = .010). Hypothesis 6 was not supported, as coping strategies did not moderate the 
relationship between distress and impairment. 
 
Figure 4.7. Empirically supported model of disruption to home/family activities during 
the week after completing a shift on the crisis line 
Disruption to social/leisure activities 
Week before shift  
Coefficients between TMD and distress (β = .75, p = .000) and distress and 
impairment (β = .52, p = .000) were significant, supporting Hypotheses 1 and 2 (Figure 8). 
Model fit was adequate (χ2 = 49.70, p = .001, CFI = .90, RMSEA = .08). No support was 
found for Hypothesis 3, as the coefficient between personal factors and distress was not 
significant (β = -.09, p = .330). 
 
Figure 4.8. Empirically supported model of disruption to social/leisure activities during 
the week before completing a shift on the crisis line  
Week after shift 
Coefficients between TMD and distress (T2 β = .47, p = .000; T3 β = .38, p = .001) and 
distress and impairment (β = .63, p = .000) were significant, and model fit was adequate 
(χ2 = 32.82, p = .025, CFI = .95, RMSEA = .08), supporting Hypotheses 1 and 2 (Figure 9). 
No support was found for Hypothesis 3 or 4, as the coefficients between personal factors 




and distress (β = -.05, p = .533) and shift factors and distress (β = .36, p = .067) were not 
significant. Hypothesis 5 was not supported, as help-seeking did not moderate the 
relationship between distress and impairment. Partial support was found for Hypothesis 
6, as the relationship between distress and impairment was significantly moderated by 
seeking using religion to cope (B = .03, p = .020). 
 
Figure 4.9. Empirically supported model of disruption to social/leisure activities during 
the week after completing a shift on the crisis line 
4.5 Discussion 
The current study aimed to measure telephone crisis support workers’ functional 
impairment during the week before and the week after completing a shift on the crisis line, 
and to identify mechanisms of impairment. A significant number of telephone crisis 
support workers who participated in this study reported impaired functioning during the 
week before and the week after completing a shift on the crisis line. As expected, negative 
affect predicted functional impairment via symptoms of psychological distress. This was 
the case for impairment within each functional domain during the week before and the 
week after completing a shift on the crisis line. Also as expected, seeking help for and using 
particular strategies to cope with thoughts and feelings about the shift moderated the 
relationship between psychological distress and impairment. These results are consistent 
with the literature on helping professionals and telephone crisis support workers, which 
suggests that strong negative affective responses to others in distress are likely to lead to 
psychological distress and functional impairment in the absence of help-seeking or the use 
of adaptive coping strategies (American Psychological Association, 2010; Mishara & 




Giroux, 1993; Pope et al., 1987). Seeking help from an In-Shift Support worker, or using 
self-distraction, instrumental support, venting, substance use, religion or self-blame as 
coping strategies significantly increased the effect of psychological distress on 
impairment, suggesting that using each of these strategies alone is not sufficient to prevent 
functional impairment from occurring. Conversely, seeking help from a mental health 
professional and using active coping strategies (e.g., problem solving) significantly 
reduced the effect of psychological distress on impairment, highlighting these as adaptive 
strategies to prevent the progression from symptoms of psychological distress to 
functional impairment.  
During the week before completing a shift, participants reported significantly greater 
disruption to TCS activities than to work/study or family/home activities, and significantly 
greater disruption to family/home activities than to social/leisure activities. They also 
reported significantly greater disruption to TCS activities during the week after compared 
to the week before completing a shift on the crisis line. These results may indicate that 
TCSs prioritise their work/study and particularly their family/home activities over TCS-
related activities during the week before completing a shift, and are less able to participate 
in TCS activities during the week after compared to the week before completing a shift on 
the crisis line. Future research is needed to confirm and explain these possibilities.  
Contrary to expectations, most participants reported symptoms of psychological 
distress which fell within the normal range.  It is possible that this is a true reflection of 
participants’ symptoms, or that participants were not able to identify and self-report their 
symptoms. However, in the context of epidemiological studies suggesting a general 
tendency of help withdrawal or avoidance among those currently experiencing clinical and 
sub-clinical levels of psychological distress (Wilson, Bushnell, & Caputi, 2011), and helping 
professionals’ reluctance to self-report or seek help for personal symptoms of 
psychological distress (e.g., Charlemagne-Odle et al., 2014; Guy, 2000; Siebert & Siebert, 
2007), it seems more likely that participating telephone crisis support workers under-




reported their symptoms in order to be perceived as competent to continue supporting 
callers. Nevertheless, a significant number of participants did report moderate suicidal 
ideation, and moderate to extremely severe symptoms of depression, anxiety and stress, 
and these participants experienced significantly greater impairment across all functional 
domains during the week before and the week after completing a shift than those who 
reported low level symptoms.  
Participants reported significantly greater negative affect directly after than directly 
before completing a shift. Specifically, they reported significantly greater fatigue-inertia 
directly after than directly before the shift, which did not reduce significantly during the 
week. These results lend support to neuroscientific research suggesting that those who 
engage empathically with others in distress will experience similar negative affective 
reactions which increase their risk for personal symptoms of psychological distress 
(Decety & Lamm, 2006; Gibbons, 2011; Rizzolatti, 2005; Singer & Lamm, 2009). As a 
group, participants reported significantly greater vigor-activity and tension-anxiety 
directly before than directly after or one week after completing a shift on the crisis line. 
Taken together with the fact that participants reported significantly more severe 
symptoms of anxiety, stress and secondary traumatic stress during the week before 
compared to the week after completing a shift on the crisis line, this suggests that 
psychological distress is also experienced in anticipation of the shift, which may relate to 
revisiting previous calls as preparation for shift performance. However, further research is 
needed to examine this possibility.  
Contrary to expectations, the inclusion of personal variables and shift factors did not 
significantly improve model fit. It is possible that there are other, more important factors 
associated with telephone crisis support workers’ symptoms of psychological distress that 
were not captured in this study. However, the model including negative affective 
responses to empathic engagement with crisis callers, symptoms of psychological distress, 
help-seeking and coping did provide an adequate fit to the data, suggesting that these are 




the primary mechanisms of telephone crisis support workers’ functional impairment. This 
is an important finding because, while personal variables and shift factors are not readily 
modifiable, it is possible to reduce the impact of affective responses to empathic 
engagement, and to facilitate appropriate help-seeking and the use of adaptive coping 
strategies in order to prevent functional impairment occurring in response to symptoms 
of psychological distress. 
A large number of participating telephone crisis support workers reported lived 
experience of mental health issues and suicide. Approximately one third of participants 
reported a diagnosed mental illness during their lifetime. Participants with a lifetime 
mental health diagnosis reported significantly more severe suicidal ideation and stress 
than participants who had never been diagnosed with a mental illness. One quarter of 
participants reported previous suicidal ideation and/or attempt, or self-reported 
likelihood of future suicidal behaviour indicative of clinically significant suicide risk. 
Participants who experienced clinically significant suicide risk reported more severe 
symptoms of suicidal ideation, symptoms of stress, depression, burnout and secondary 
traumatic stress than those who did not. Further research is required to examine whether 
telephone crisis support workers come to the role with diagnosed mental disorders, or 
develop the symptoms of these during the time they spend working on the crisis line. 
A number of limitations of this study are worth noting. First, data were provided by a 
representative sample of telephone crisis support workers from one organisation only. 
Further studies should examine whether the results of this study can be generalised to 
workers from other organisations. The use of self-report measures may also be regarded 
as a limitation. While a number of actions were taken to control for them, biases in self-
report responses may be present. For example, participants may have under-reported 
their symptoms of psychological distress and functional impairment. Non-response bias 
may also have occurred. While they were not suited to the current large-scale 
investigation required to detect direct and indirect relationships between functional 




impairment and other variables collectively, future studies may utilise observation and 
clinician-rated scales. It is also important to note that questions about causality have not 
been adequately answered by the analyses presented in this study. Longitudinal studies 
are required to uncover causal relationships between model variables.  
Despite the aforementioned limitations, this study makes a number of unique 
contributions to the literature. By employing a repeated-measures design and domain-
specific measure of functional impairment, this study has provided specific information 
regarding telephone crisis support workers’ impairment within different functional 
domains before and after completing a shift on the crisis line. By extending a previous 
model of telephone crisis support workers’ functional impairment to include additional 
mechanisms, direct and indirect relationships between a larger network of variables than 
in previous studies were able to be examined simultaneously. An important outcome of 
this study is empirically-supported models of telephone crisis support workers’ functional 
impairment within their role as a TCS, as well as in relation to their other work/study, 
home/family and social/leisure activities. However, further research is required to 
delineate in greater detail the process by which telephone crisis support workers become 
impaired. Qualitative research may be particularly well-suited to this endeavour, and to 
informing the modification or development of service strategies to optimise telephone 
crisis support workers’ psychological wellbeing and functioning, including their delivery 
of support to callers.  
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CHAPTER 5 – THE IMPACT OF THE TELEPHONE CRISIS SUPPORT ROLE ON 
WORKERS’ PSYCHOLOGICAL WELLBEING AND FUNCTIONING: QUALITATIVE 
FINDINGS FROM A MIXED METHODS INVESTIGATION 
Kitchingman, T. A., Caputi, P., Woodward, A., Wilson, I., & Wilson, C. J. (2017). The impact 
of the telephone crisis support role on workers’ psychological wellbeing and 
functioning: Qualitative findings from a mixed methods investigation. Manuscript 
submitted for publication. 
5.1  Abstract 
Non-clinical telephone crisis services provide essential front line support to individuals in 
crisis. Optimal delivery of support to crisis callers requires optimal performance on the 
part of the telephone crisis support worker, including their resilience to occupational 
hazards. However, little is known about how telephone crisis support workers are 
impacted by frequent empathic engagement with crisis callers. This is the first known 
qualitative study to examine the impact of their role on telephone crisis support workers’ 
psychological wellbeing and functioning. Eighteen telephone crisis support workers 
participated in semi-structured interviews, providing detailed, idiographic and in-depth 
accounts of the impact of the telephone crisis support role on their psychological 
wellbeing and functioning. Interpretive Phenomenological Analysis guided qualitative data 
collection and analysis, which resulted in four key themes. Findings suggest that telephone 
crisis support workers may experience symptoms of psychological distress and functional 
impairment, as well as satisfaction and growth, as the result of their engagement with 
crisis callers. Therefore, service strategies to optimise telephone crisis support workers’ 
psychological wellbeing and functioning should be informed by research which explores 
not only those factors that minimise risk of psychological distress and functional 
impairment, but also those that enhance the possibilities for satisfaction and growth. 
 




5.2  Introduction 
Within Australia, non-clinical telephone crisis services provide essential front line 
support to individuals in crisis. Crisis lines meet gaps in other services to support the 
community, and are a viable alternative for those who would otherwise not receive 
support during their crises. Telephone crisis support services are effective in attracting 
people seeking help, especially those experiencing severe mental health issues and/or 
thinking about suicide (Beckner, Vella, Howard, & Mohr, 2007; Gilat & Shahar, 2007; Leach 
& Christensen, 2006). Research shows that contact with crisis lines significantly improves 
the help-seeker’s mental state, reduces their suicidality, and often facilitates engagement 
with interventions that can offer longer term benefits (Gould, Kalafat, Munfakh, & 
Kleinman, 2007; Kalafat, Gould, Munfakh, & Kleinman, 2007; King, Nurcombe, Bickman, 
Hides, & Reid, 2003). 
Optimal delivery of support to crisis callers requires optimal performance on the part 
of the telephone crisis support worker, including resilience to occupational hazards. Yet, 
little is known about how telephone crisis support workers are impacted by speaking with 
crisis callers (Kitchingman, Wilson, Caputi, Wilson, & Woodward, 2017b). In fact, the 
telephone crisis support modality is one of the least understood, particularly in terms of 
the impact of the role on the worker (Dunkley & Whelan, 2006). Telephone crisis support 
workers may be less susceptible to personal symptoms of psychological distress than 
those who deliver face-to-face support because of the shorter term nature of their work, 
and the protection afforded by working anonymously over the phone (Ghahramanlou & 
Brodbeck, 2000). However, preliminary studies suggest that a significant proportion of 
telephone crisis support workers experience functional impairment related to negative 
affective responses to calls, personal symptoms of psychological distress, and the absence 
of help-seeking or adaptive coping strategies (Kitchingman, Wilson, Caputi, Wilson, & 
Woodward, 2016; Kitchingman, Caputi, Woodward, Wilson, & Wilson, 2017a). Preliminary 
studies also suggest that telephone crisis support workers who are experiencing 




functional impairment are unlikely to deliver optimal support to callers (Kitchingman, 
Wilson, Woodward, Caputi, & Wilson, 2017). 
The present study formed part of a concurrent mixed methods study (Creswell & 
Plano Clark, 2011). The study had two components. Component 1 used a repeated 
measures survey to gather quantitative data on telephone crisis support workers’ 
functional impairment related to psychological distress before and after completing a shift 
on the crisis line (Kitchingman et al., 2017a). Component 2 - the focus of this paper - was 
designed to obtain qualitative information to illuminate and build upon the quantitative 
findings in Component 1 (Kitchingman et al., 2017a), helping to provide meaning to the 
process of functional impairment and delineating core themes which may be useful in 
future studies. To our knowledge, this is the first qualitative study to investigate telephone 
crisis support workers’ psychological wellbeing and functioning. The aim was to provide a 
detailed, idiographic and in-depth analysis of the impact of the telephone crisis support 
role on workers’ psychological wellbeing and functioning, and to identify related factors. 
5.3 Methods 
Participants and procedure 
Participants were recruited from Lifeline, the largest volume telephone crisis support 
service provider in Australia. In preparation for recruitment, a table was created listing 
the location and number of Telephone Crisis Supporters (TCSs) working at the 42 Lifeline 
crisis support centres. Centre locations were categorised as metropolitan or regional 
according to the Australian Standard Geographical Classification system (Australian 
Bureau of Statistics, 2001). Three centres from different location categories were selected 
to participate in the study in order to ensure representativeness. Participants were 
recruited directly by the first author, who visited each of the three selected centres over 
separate two-week periods during May and June 2016. Each TCS who completed a shift on 
the crisis line during the recruitment period was invited to participate in the study.  




Participants in this qualitative component of the study were a subset of 18 of the 110 
TCSs who completed the quantitative component of the study (Kitchingman et al., 2017a). 
This sample size is consistent with IPA methodology, which characteristically uses small, 
homogenous samples, allowing in-depth investigation of a specific issue (Smith, 1996; 
Smith, Jarman, & Osborn, 1999). Most participants were female, born in Australia, and 
working in a regional Lifeline centre as a TCS only. Participants ranged in age from 29 to 
73 years (M = 53.00, SD = 12.46), and had worked as a TCS for 1 to 18 years (M = 4.33, SD = 
4.79). More detailed demographic information is presented in Table 5.1. 
Table 5.1. Demographic characteristics of study participants. 
 Total n(%) 
Gender Male 7(38.9) 
Female 11(61.1) 
Relationship status Single 3(16.7) 
In a relationship 4(22.2) 






Year 10/equivalent 1(5.6) 
Diploma/equivalent 8(44.4) 
Undergraduate university degree 7(38.9) 
Postgraduate university degree 2(11.1) 
Country of birth Australia 13(72.2) 
Other English speaking country 4(22.2) 
Other non-English speaking country 1(5.6) 
Centre 1 – Metropolitan 4(22.2) 
2 – Regional 9(50.0) 
3 – Regional 5(27.8) 
Role Probationary TCS only 5(27.8) 
Probationary TCS plus paid overnight shifts 1(5.6) 
TCS only 9(50.0) 
TCS plus volunteer role 3(16.7) 





An interview guide (Appendix 19) was developed according to good practice 
guidelines (Smith, 1995). This guide was based on the findings of a systematic review of 
the literature on telephone crisis support workers’ symptoms of psychological distress 
and functional impairment (Kitchingman et al., 2017b); the results of quantitative studies 
on telephone crisis support workers’ impairment related to symptoms of psychological 
distress (Kitchingman et al., 2016, 2017a); and multiple discussions among the research 
team. Interview questions were generally related to participants’ experiences of 
psychological wellbeing and functioning, and were designed to elicit both positive and 
negative experiences. These questions were used as a guide to explore areas of interest; 
they did not dictate the interview. Participants were encouraged to tell their stores in their 
own words, and to raise any additional topics that they felt were important in 
understanding their experiences. 
Participants were given definitions of psychological wellbeing and functional 
impairment to use as a frame of reference during the interview. To develop rapport and 
make the participant feel at ease, interviews began by focusing upon background 
information such as motivations for volunteering as a TCS, and positive and negative 
aspects of the TCS role. Asked to recall how they generally feel before, during and after 
completing a shift on the crisis line, participants were also invited to identify moments 
where the TCS role impacted their wellbeing and functioning. Follow-up questions were 
used to encourage elaboration on important individual topics which arose. Further 
contributions were encouraged by asking “Is there anything more you would like to 
share?” This allowed participants maximum opportunity to tell their own stories to speak 
freely about their experiences, minimised researcher control, and facilitated rapport 
building (Smith, 1995; Barbour, 2000). These approaches are consistent with IPA, as the 
research attempts to enter the psychological world of the participant who is seen as the 
expert (Smith, 1996; Smith et al., 1999).  




The interview guide was pilot tested with three TCSs who met the selection criteria. 
The interview data from pilot testing was not included in the findings reported in the 
study, and TCSs involved in pilot testing were excluded from participating in the study. 
Minor wording changes to questions resulted from pilot testing. 
 Ethics approval for the study was granted by the University’s Human Research Ethics 
Committee. Research aims and potential discussion topics were explained by a Participant 
Information Sheet (Appendix 20) and an introductory meeting with the first author. 
Written consent was obtained from each participant before the interview commenced. 
Interviews were conducted face-to-face at the crisis centre at which the participant was 
based or by phone, according to each participant’s preference. Interviews ranged in length 
from 21 to 60 minutes (M = 35 minutes). All interviews were audio-recorded with the 
participant’s written permission. 
Analysis of qualitative data 
Audio-recordings of all interviews were transcribed verbatim into Microsoft Word by 
the first author. Transcripts were entered into NVivo 11 (QSR International, 2012) to 
facilitate data analysis. Qualitative data analysis was guided by Interpretive 
Phenomenological Analysis (IPA; Smith, 1996; Smith et al., 1999). The aim of IPA is to 
explore participants’ views and personal meanings of an issue, rather than providing 
objective explanations (Smith et al., 1999). IPA offers a systematic approach to combining 
understanding the lived experience of the participant with a belief that to do so requires 
interpretative work on the part of the researcher [Smith & Osborn, 2008]. The researcher 
aims to enter the participant’s psychological world and adopt an insider’s perspective 
(Smith, 1996), while recognising that access to the participant’s subjective view depends 
on and is complicated by the researcher’s own conceptions (Smith et al., 1999).  
IPA has been used extensively, although not exclusively, within psychology. There is a 
growing body of IPA research examining aspects of the psychology of health (Brocki & 
Weardon, 2006), including the experience of health professionals (Carradice & Shankland, 




2002; Michie, Hendy, Smith, & Adshead, 2004). IPA was chosen as the method of analysis 
for the current study because it is a particularly useful approach where the topic under 
study is relatively under-studied, dynamic, contextual and subjective, and where issues 
relating to identity, the self and sense-making are important (Smith, 2004). It is also a 
systematic approach, with clearly described procedures (Smith, 2004). 
Data analysis was thematic and followed Braun and Clarke’s (2006) inductive coding 
process. This involved familiarisation with the data (the first author conducted and 
transcribed all interviews), generation of initial codes, collation of codes into potential 
themes with corresponding quotes and review of themes with credibility checks (Braun & 
Clarke, 2006). Credibility checks were facilitated by a systematic record of how data were 
collected, maintained and prepared for analysis. In keeping with guidelines for good 
practice in qualitative research (Smith, 1996; Elliot, Fischer, & Rennie, 1999; Yardley, 
2000), the research team conducted an ‘audit of the paper trail’ (Smith, 1996) by 
reviewing transcripts together with the potential themes identified by the first author, and 
checking that a coherent chain of argument ran from the raw data to the list of themes. 
This consultation process, referred to as ‘investigator triangulation’ (Guion, Diehl, & 
McDonald, 2011) is recognised as important in IPA, given that the analysis of the interview 
data is inevitably influenced by the researcher’s characteristics. No major changes to the 
themes identified by the first author were identified as being necessary. Further 
consultation within the research team followed to discuss specific theme descriptions and 
selection of the most relevant quotes.  
Other strategies employed to enhance the integrity of data analysis included having 
prolonged engagement with the data, including interview administration and 
transcription (van den Hoonaard, 2002); and the three methods of bracketing outlined by 
Tufford and Newman (2012). Specifically, this included: (1) keeping memos during data 
collection and analysis as a means of examining and reflecting on engagement with the 
data; (2) engaging in discussions with an outside source to bring awareness to 




preconceptions and potential biases; and (3) keeping a reflective journal during all stages 
of the research process to sustain a reflexive stance (Tufford & Newman, 2012).  
 In regards to positionality, members of the research team had various backgrounds of 
involvement with telephone crisis support services including in research, clinical, and 
managerial roles, and lived experience in the telephone crisis support role. Such varying 
experiences were important in minimising potential biases in data interpretation 
(Whittemore, Chase, & Mandle, 2001). As this was an exploratory study, it was not the aim 
to achieve data saturation of all themes. In order to convey the strength of themes, the 
number of participants who discussed each point is presented. This study adheres to the 
COREQ checklist for reporting qualitative research (Tong, Sainsbury, & Craig, 2007). 
5.4 Findings 
Findings are reported according to four principal themes identified by reviewer 
consensus from the interview transcripts, each containing several subthemes (see Table 
5.2). The content of each of these themes and subthemes are summarised in the sections 
that follow. Direct quotations are presented in indented paragraphs, in which square 
brackets ([ ]) indicate information added by the first author for clarification, and ellipses 
(…) indicate material omitted for conciseness. Identifying information has been removed 
to preserve participants’ anonymity. 




Table 5.2. Themes and subthemes. 
Theme Subthemes n 
TCS role Motivations for volunteering 17 
 Positive aspects of the role 16 
 Negative aspects of the role 12 
Impact of the TCS role on 
psychological wellbeing and 
functioning 
Feelings before, during and after a shift 18 
Factors that influence feelings about the shift 18 
Factors related to impact of the TCS role on 
psychological wellbeing/functioning 
18 
Functional impairment 17 
Psychological distress 2 
Strategies used to cope with the 
impact of the TCS role on 
psychological wellbeing and 
functioning 
Debriefing 16 
Reflection and self-care 13 
Boundaries 11 
Group supervision 6 
Realistic expectations 6 
Suggested service strategies to 
minimise the impact of their role on 
TCSs’ psychological wellbeing and 
functioning 
Training strategies 5 
Supervision and support strategies 3 
TCS role 
 This theme captured participants’ motivations for volunteering as a Lifeline TCS, as 
well as positive and negative aspects of the role. 
Motivations for volunteering  
 Most participants (17/18) discussed their motivations for volunteering as a Lifeline 
TCS. Many participants (9/18) identified that their decision to volunteer as a Lifeline TCS 
was influenced by their familiarity with the organisation or contact with someone already 
volunteering as a TCS. Participants reported that their decision to volunteer was 
influenced by their familiarity with the organisation and/or TCS role (9/18), made over a 
considerable period of time (6/10), and prompted by retirement (5/18) or relocation 




(3/18). Many participants (10/18) discussed volunteering as a TCS to supplement other 
work or study.  
“I’m studying a Diploma of Community Services… And I’ve done youth work and mental 
health studies before… The training… it was all relevant… Everything just puzzled 
together perfectly at the time I was studying. I would go back to class and think I was 
sort of a little bit ahead of everyone, if that makes sense. I already knew.” 
 Others reported that their decision to volunteer as a TCS was influenced by their lived 
experience of mental health issues or suicide (5/18), or desire to support those less 
fortunate (3/18). 
“I have severe Bipolar I and clinical depression. I tried to take my own life. I was in 
hospital for nine weeks… It was a long haul... And I thought ‘If I could just help one 
person who is having thoughts of suicide, just to talk, that would be awesome.’ And (my 
husband) saw an advertisement for Lifeline, so I went along to the information session.” 
Positive aspects of the role 
Most participants (16/18) discussed gaining a sense of satisfaction for having 
helped others (15/18).  
“Sometimes you know that you’ve helped someone. You can tell that you’ve helped them 
resolve something within their own life. And that makes you feel good.”  
Participants also discussed feeling part of and supported by the organisation (6/18), 
having gained new knowledge and/or skills (8/18) and a new perspective or increased 
sense of gratitude for their personal circumstances (5/18).    
“Almost every caller is dealing with way more than I’m dealing with on any given day. 
And it makes me grateful for what I have. And I do tend to find that… particularly that 
next day, that I will make a particular point of telling family and friends how much I 
value their friendship, or how much they mean to me.”




Negative aspects of the role 
Many participants also (12/18) discussed negative aspects of the TCS role, including 
feeling helpless to assist some callers (6/18), exposure to callers’ stories and distress 
(4/18), and feeling disappointed in themselves when a call has not gone well (3/18). Some 
participants (5/18) also identified family members’ concerns and lack of understanding as 
a negative aspect of their role as a TCS.  
“My mother says “Why do you do that? Why would you do that? Why would you 
volunteer to do something? She still finds it very difficult to understand why I would give 
my time.” 
“When I first started my husband was really nervous about me [speaking to callers in 
crisis]. He was supportive, but was nervous on my account, you know, that I would 
become distressed.” 
Impact of the TCS role on psychological wellbeing and functioning  
This theme captured participants’ descriptions of the impact of the TCS role on their 
psychological wellbeing and functioning. 
Feelings before, during and after a shift 
 Participants (8/18) used various terms to describe their feelings before starting a 
shift on the crisis line, including OK/fine (4/18), good/happy/excited (5/18), 
nervous/apprehensive/tense/stressed (6/18). Some participants (4/18) reported that 
how they feel before a shift depends on how tired they are. Many participants (10/18) 
discussed engaging in some sort of routine which helps them to feel ready to complete a 
shift on the crisis line (e.g., resting, exercising, preparing mentally). 
Participants (10/18) described a range of feelings experienced during a shift on the 
crisis line, including energised (2/18), tired (5/18), calm/relaxed (4/18) and tense (1/18). 
Some participants (5/18) reported that their feelings during a shift were influenced by the 
outcomes of the calls they have taken.  




“And depending upon how well it went, and the last call… If the last call went really well, 
people were happy, they had a plan, there was a point of recovery, then for me I feel 
much more confident and ready for the next call. The immediacy of the last call has an 
impact during the shift. If I think ‘OK that was good. That’s OK’ then I’m back to the base 
again, ready with anticipation. But if it didn’t go so well it’s sort of, deep breath, ‘Oh boy. 
OK. You can do this’.”  
“So you kind of have that good call then I think following that you’re kind of feeling 
positive, and you have a positive outlook for the next calls coming through.”  
Some participants reported feeling stressed at the beginning of each call due the 
inability to anticipate the content of the call before answering it (3/18), and the greater 
level of concentration required at the beginning of the call to assess the caller’s situation 
(3/18).  
“You take a call, I still take a deep breath, I nearly close my eyes and try and go into a 
zone… and totally concentrate on the opening of what the call is to gauge where [the 
caller is] at. Every call is… it’s not a relaxed call for me. I take a deep breath, think ‘here 
we go’, press the button and the phone rings.” 
Some participants (5/18) discussed needing to neutralise any feelings raised by the 
previous call before taking the next call. Many participants (9/18) described the strategies 
they employ to do this, including reflecting on the previous call before setting it aside, 
taking breaks between calls, or debriefing with the In-Shift Support worker (ISS). 
“You can’t [say] “Hello this is Lifeline” and be really peppy, because I just don’t think 
that’s appropriate for someone that’s in a bad place to hear. It’s almost a kind of instant 
mismatch… I like to be very neutral when I answer the phone so that there’s not… a 
mismatch in the mood of myself and the caller… So kind of almost like wiping the slate 
clean before each call. Even though inside you might be feeling positive… just trying to 
be neutral and aware that you just don’t know what state the next caller is going to be 
in.” 




Participants (15/18) used a range of terms to describe their feelings after completing 
a shift on the crisis line, including tired/fatigued/drained (8/18), good/calm/grounded 
(6/18), satisfied (6/18), relieved (2/18), and frustrated/angry (1/18). Some participants 
(3/18) discussed an increase in energy following the shift, which was experienced 
positively by some participants, and negatively by others. 
“I’d come home and I wouldn’t sleep well. It would be on my mind. I would be wired 
when I came home, which is probably adrenaline and nervousness. I was wired.” 
Factors that influence feelings about the shift 
Most participants reported that their feelings about a shift on the crisis line depended 
on the extent to which callers seem to have benefited from the calls (13/18).  
“A good shift would be one that you’ve had a challenging call and everything sort of fell 
into place... You just helped someone to be able to see things from a different angle, to 
see things a bit clearer.” 
“The not so good [shift] is if there’s a succession of calls that are not, in my opinion, 
satisfactory in outcome.”  
Participants’ reported that their feelings about a shift are also influenced by the extent 
to which they have adhered to the practice model (6/18), which other workers were 
present at the crisis centre (6/18), the number of calls they received (4/18), the extent to 
which they were able to connect with callers (3/18), and how tired they felt during the 
shift (2/18). 
Psychological distress 
Some participants (2/18) reported that engaging empathically with crisis callers 
caused them to experience symptoms of psychological distress, including anxiety, 
compassion fatigue and secondary traumatic stress. 
“If you’ve connected too much with a caller… you could experience what they’re 
experiencing. You’re getting tense when they’re getting tense.” 




“I had time off because I was… not empathetic enough… It was sort of a bit of a drag at 
times... I was starting to become… I don’t know if stale is the right word, but I thought 
that I might not have been empathetic enough. I was getting a bit too clinical.” 
“Sometimes [something about Lifeline or suicide] will come on the radio or on 
television… there’ll be something that will probably hit me out of the blue and I might 
get really upset. And I don’t know why, but sometimes it does affect me that way.” 
Functional impairment 
Most participants (17/18) were able to offer an example of a time they believed their 
role as a TCS had impaired their functioning. For many participants (11/18) this included 
thinking about calls after completing a shift on the crisis line. 
“I thought about it a bit when I went home. And probably the next day or two I thought 
about it... Then I had [group] supervision, and they said “Anyone have any calls that 
they’re thinking about?’ And I thought ‘Oh yeah, that one’… and just broke down. Just fell 
in a heap. Because it had been niggling.” 
One participant reported that the TCS role impaired his functioning in other domains. 
“We live on six acres and there’s projects here that I started and haven’t been able to 
finish. It’s a cause of frustration… When you do a Lifeline shift in the morning it’s three 
hours. It takes [out] that morning… You plan your week around it – not going away, or 
trying not to… In the ten years I’ve been doing it, um… I haven’t been one that’s, you 
know, skipped along. There are some people that say “I can’t wait to get there”. Well, ah, 
to me, it’s more onerous than it is a joy or a pleasure. It is a commitment… A couple of 
days preceding [a shift] you think ‘Oh I’ve got Lifeline, I can’t do this, can’t do that’.” 
Conversely, some participants (2/18) also discussed the impact that their 
personal wellbeing and functioning has on their ability to support callers. 
“To be really, really honest, being a TCS at Lifeline does affect my life, but my life affects 
me being able to be a TCS, if that makes sense.” 




Factors related to the impact of the TCS role on psychological wellbeing and functioning 
All participants (18/18) discussed role-related factors associated with the impact of 
the TCS role on their psychological wellbeing and functioning. Many participants (10/18) 
discussed stressors which are inherent to the TCS role, including the inability to anticipate 
or control the types of calls received (8/18), the absence of non-verbal communication 
cues (3/18), and the one-shot nature of contact with callers to the crisis line (1/18). 
Participants (9/18) discussed the impact of various difficult tasks on their wellbeing 
and functioning, including keeping a healthy distance from rather than over-identifying 
with the caller (8/18), containing calls (2/18), and using the referral database (1/18). 
Most participants (16/18) identified specific types of calls which were likely to impact 
their psychological wellbeing and functioning.  
Some participants (11/18) discussed the negative impact of suicide-related calls.  
“I had a suicide call, and it was fairly traumatic. I was with the ISS waiting for the police 
to arrive… It was just not knowing how that had gone, because you don’t know whether 
that person was able to be helped.” 
Other participants (2/18) reported that suicide-related calls were less likely to impact 
them because of the highly prescribed and directive procedure they are required to follow, 
and the support they receive from the ISS during these calls.  
“Things like suicide are probably some of the easier, more straightforward calls that are 
really going to affect me less because we have such a strong model that we follow… 
There are other calls that we haven’t been trained as extensively in, and may affect you 
more emotionally, whereas suicide is really straightforward. You have someone in there 
supporting you… There’s some really clear steps that you do, some very direct questions 
that you ask… You’re not open to being… exposed, in terms of what you’re hearing, 
because you’re immediately in reactive or action mode.”  




Many participants (10/18) reported that their psychological wellbeing and 
functioning is likely to be impacted by unwelcome calls, including those of a sexually-
gratuitous nature.  
“The sexual unwelcome callers. They sort of take something out of you, which you don’t 
really expect, but when you put the call down… it’s not a nice feeling… It’s like they’ve 
invaded your space, even though they’re at the end of a call. It’s like they’ve… 
overstepped the line. Even though they don’t know you, they can’t see you, you still feel a 
little bit violated when somebody does that to you." 
Some participants (7/18) identified that speaking with callers who are experiencing 
an issue that is personally relevant to them is likely to impact their psychological 
wellbeing and functioning. This included receiving calls from those at risk within the local 
area. 
“I could really feel for him, in that regard. And I didn’t say “Yeah, I know how you feel”. 
And that was hard, not to say “Look mate, the same sort of thing happened to me.” It was 
the first time I’ve ever really felt the need to contain saying “Oh yeah, I know” because I 
could relate… That was the most confronted that I’ve ever been… because it was so jolly 
similar.” 
“A suicide call… it was local… which is very unusual… I was like ‘Wow. It’s just there.’ 
And of course [the caller] had no idea [where I was]. But the descriptions… I could 
picture the street… all that detail.” 
Participants also identified that their psychological wellbeing and functioning is likely 
to be impacted by taking non-crisis calls (5/18), calls made by angry/abusive/frequent 
callers (5/18), victims of abuse (4/18), young people (4/18), people who have been 
dealing with their problem/s for many years (3/18), taking calls which are long in 
duration (3/18), and require the TCS to sit with the caller’s distress and/or evoke a high 
level of empathy (3/18).  




Some participants (7/18) discussed specific events during calls which are likely to 
impact their wellbeing/functioning, including feeling unable to help the caller (6/18), 
being triggered (3/18), and the call ending unexpectedly (1/18). Others (4/18) discussed 
personal factors related to the impact of the TCS role on their psychological wellbeing and 
functioning, including lack of self-awareness (2/18), having the tendency to envisage 
details of the caller’s story (1/18), and needing to be in control (1/18). 
Many participants (13/18) reported that the impact of the TCS role on workers’ 
psychological wellbeing and functioning differs according to level of experience. They 
discussed several vulnerabilities associated with being a new TCS, including experiencing 
anxiety regarding policy and procedures (10/18), having unrealistic expectations (3/18), 
over-identifying with callers (3/18), taking calls personally and/or taking responsibility 
for the outcome of calls (3/18), lack of coping skills (3/18), and not realising the extent of 
the time required to be committed to the TCS role (1/18).  
“You’d feel as if you’re [the caller’s] life support. When it didn’t go well you’d think you’d 
failed. But I think you learn over the years that it’s not a failure. You’ve done your best. 
You’ve tried to cover all bases, and just sometimes the person on the other end either 
doesn’t want help, or they’re not ready to listen yet, or you just don’t connect with 
them… Certainly in the first year or two I was really taking it more personally that what 
I needed to.”  
Some participants (2/18) also discussed the risk of becoming complacent as an 
experienced TCS. 
“The challenge can be that you start to perhaps become overconfident… You’ve got to be 
careful you don’t think you know everything, because you don’t… So that’s probably the 
challenge I’m finding now.”  




Strategies used to cope with the impact of the TCS role on psychological wellbeing and 
functioning  
This theme captured the range of strategies that participants use to prevent and/or 
cope with the impact of the TCS role on their psychological wellbeing and functioning. 
Debriefing 
Most participants (16/18) discussed using debriefing as a coping strategy. Some 
participants reported debriefing with the ISS during the shift (5/18), at the end of the shift 
(4/18), and in the days following the shift (4/18). They identified debriefing as a source of 
reassurance (4/18), and/or an opportunity for professional development (2/18).  
Some participants (2/18) discussed a preference for completing shifts where the ISS 
would be present in person.  
“I only do the shift when I know there’s someone there. I know there are some shifts 
when they’re not there, and I wouldn’t feel comfortable doing those. I like knowing that 
that support’s there. That makes a difference… Well I’m just worried, because I haven’t 
been doing it as long as some people, that um… I’m going to get overwhelmed and need 
someone to guide me. I just need to know that if I ever need somebody, they’re there.”  
Some participants (2/18) discussed choosing not to debrief with the ISS by phone. 
“I know the ISS is there that you can call. But in reality I don’t like calling them.” 
“It was midnight, and it didn’t seem like I should contact someone that late at night 
when it wasn’t a crisis call… It didn’t seem like it was going to make a difference to 
anyone but me if I made the call to [the ISS]… If you said to me “If there was a mentor in 
the building would you have talked to them?” yes I would have, because they’re right 
there. But for me to call someone that I know is at home… I just didn’t see the urgency in 
doing that. But obviously with other calls where you’re concerned about the caller, then 
I would call [the ISS]. But because the concern was probably for me, I didn’t want to 
disturb someone at that hour.”  




Some participants (8/18) discussed preferring to debrief with another TCS (3/18) or 
a family member (1/18), or to resolve their problems on their own (2/18) or in therapy 
(1/18), rather than debriefing with the ISS. 
Reflection and self care 
Many participants (13/18) discussed monitoring their thoughts, feelings and body 
sensations. Some identified using these thoughts, feelings and sensations as cues to engage 
in self-care (6/18), including distracting tasks (5/18), taking a break during the shift 
(7/18), and finishing the shift early when necessary (4/18).  
Boundaries 
Many participants (11/18) discussed setting boundaries to cope with the impact of 
the TCS role on their psychological wellbeing and functioning. This included not ‘taking 
calls home’ after completing a shift (6/18), not taking calls personally (5/18), being clear 
about the limits of their role and asserting these limits with callers when necessary 
(4/18). 
Group supervision 
Some participants (6/18) reported attending group supervision as a coping strategy. 
They identified group supervision as a learning opportunity, and the process of engaging 
in supervision as validating and normalising of their experiences. 
Realistic expectations 
Some participants (6/18) discussed the protective value of having realistic 
expectations of themselves as a TCS, including not measuring their skills as a TCS on the 
outcome of calls (3/18), knowing that the role involves a continual learning process 
(1/18), the caller is the only one who can solve their problem (1/18), and that it is normal 
to respond emotionally to callers’ stories (1/18). 




Suggested service strategies to minimise the impact of their role on TCSs’ 
psychological wellbeing and functioning  
This theme captured participants’ suggestions regarding service training, supervision 
and support strategies to optimise TCSs’ psychological wellbeing and functioning. 
Training strategies 
Some participants (3/18) suggested that training include more detailed information 
regarding how to support callers with mental health issues (1/18) and suicidal thoughts 
(1/18), as well as to prepare workers for sexually-gratuitous calls (3/18).  
“I think they should do more about the [sexually gratuitous] calls. I think you need to 
have them almost described in graphic detail. I wasn’t quite prepared for how devious 
they can be, and how graphic they can suddenly become.”  
One participant suggested that training should also provide further information to 
prepare TCSs for the occupational hazards inherent to the role. 
“I think the training needs to be less cognitive… there needs to be a component of it 
that’s more about the person… They don’t cover that [in the Lifeline training]. We need 
to be telling our people ‘This work is difficult. You are going to be triggered. Some of 
these calls are going to get to you’.” 
Supervision and support strategies 
 Participants offered a number of suggestions regarding supervision and support 
strategies, including adopting a more proactive approach to monitoring TCS wellbeing 
(2/18), holding group supervision more frequently (1/18), and having supervision 
provided by qualified mental health professionals (1/18). 
“Whilst there’s a big emphasis on self-care, and always ring a mentor if need be, that’s 
very true but it’s quite a passive approach, in that it’s up to the individual to ring the 
ISS… It’s also up to you if you want to debrief, and it’s up to the person to do self-care. So 
it’s a very passive approach in some regard, although it’s very high on the agenda… I 
think a more direct [approach] could be made.” 




One participant also suggested that supports which are external to the organisation 
be made available to TCSs. 
“I believe we should have an employee assistance plan. Someone you can ring who is a 
qualified mental health practitioner… There’s bound to be [TCSs] who won’t feel 
comfortable accessing their supervisor or manager… when something has triggered 
them quite deeply.” 
5.5 Discussion 
To our knowledge, this is the first qualitative study to investigate the impact of 
telephone crisis support workers’ role on their psychological wellbeing and functioning. 
The study design permitted an in-depth investigation into the experiences of a small, 
representative group of telephone crisis support workers. The main themes are discussed 
in detail in the context of existing literature. 
TCS role 
Many participants reported that they had spent a considerable amount of time 
weighing up their decision to volunteer as a TCS. Most commonly, participants discussed 
volunteering to supplement other work or study. Fewer participants’ motivations related 
to their lived experience of mental health issues or suicide, or a desire to support those 
less fortunate. Research indicates that not all motives are created equally with regard to 
their impact on outcomes from volunteering. Recent studies suggest that volunteers who 
engage in service primarily for other-related reasons (e.g., to express prosocial values, 
reaffirm their relationships with others, to learn more about other people, the world and 
their own strengths) are more likely to report higher levels of psychological wellbeing 
(Stukas, Hoye, Nicholson, Brown, & Aisbett, 2014). They are also more likely to report 
higher levels of satisfaction, perceived support from the organisation, and intentions to 
continue volunteering (Stukas et al., 2014). In contrast, volunteers who engage in service 
primarily for self-oriented reasons (e.g., to advance their careers) are more likely to report 
lower levels of psychological wellbeing and poorer outcomes (Stukas et al., 2014). While 




volunteers are rarely purely other-oriented or self-oriented in their motivations (Clary et 
al., 1998), telephone crisis support services may seek to recruit individuals with other-
oriented motivations, and to encourage these motivations among current workers. 
Participants discussed a number of negative and positive aspects of the TCS role. The 
majority of participants identified negative aspects of the role, including feeling helpless to 
assist some callers, family members’ concern or lack of understanding, and exposure to 
callers’ stories and distress. Despite these challenges, most participants also discussed 
positive aspects of the TCS role, including a sense of satisfaction for having helped others, 
gaining knowledge and skills, feeling part of and supported by the organisation, and 
gaining a new perspective or increased sense of gratitude for their personal 
circumstances. The theoretical concepts of ‘compassion satisfaction’ (Stamm, 2010) and 
‘post-traumatic growth’ (Calhoun & Tedeschi, 2006) account for such positive impacts, 
and recognise that distress and psychological growth often co-exist. Research suggests 
that the positive outcomes of working in this field make the difficult aspects easier to deal 
with (Schauben & Frazier, 1995). Samios and colleagues recommend that those working 
with others in distress should not only be cognisant of their symptoms of psychological 
distress, but should also reflect on their levels of satisfaction (Samios, Abel, & Rodzik, 
2013). Fostering an environment where volunteers feel valued by the organisation, are 
made aware of the difference their work makes may also promote an environment of 
compassion satisfaction and act as a buffer against psychological distress (Howlett & 
Collins, 2014). 
Impact of the TCS role on psychological wellbeing and functioning 
Participants used various terms to describe their feelings before, during and after a 
shift on the crisis line. Discussions indicated that telephone crisis support workers 
experience a wide range of both positive and negative emotional responses before, during 
and after completing a shift on the crisis line. Generally speaking, participants were most 
likely to report feeling nervous before the shift, and tired during and after the shift. 




Participants’ indicated that their feelings are influenced by who else is on shift and how 
tired they feel, suggesting that workers’ psychological wellbeing may be optimised by 
allowing them to select which shift they will complete. Some participants reported 
experiencing a high level of stress at the beginning of each call due to the inability to 
anticipate the content of the call before answering it, and the high degree of perceptual 
energy concentrated on the caller’s voice in the absence of non-verbal cues. While these 
factors are not directly amendable, workers may benefit from training in skills to reduce 
this anticipatory stress (e.g., relaxation and grounding strategies). 
 The majority of participants discussed at least one example of functional impairment. 
Most commonly, this involved thinking about calls during the hours or days following a 
shift on the crisis line. It is possible that these results simply indicate workers’ 
commitment to the TCS role. However, many participants discussed functional impairment 
as occurring in the context of symptoms of psychological distress (e.g., frustration, anxiety, 
compassion fatigue, secondary traumatic stress). These findings are consistent with 
preliminary results suggesting that a significant proportion of telephone crisis support 
workers experience functional impairment related to symptoms of psychological distress 
as the result of frequent empathic engagement with crisis callers (Kitchingman et al., 
2016). Therefore, these findings more likely indicate the flawed nature of the assumption 
of minimal impact on the telephone crisis support worker’s wellbeing because of the 
confidential and shorter-term nature of their work (Ghahramanlou & Brodbeck, 2000). 
Participants discussed a number of factors which influence the impact of the TCS role 
on their psychological wellbeing and functioning. These included a number of difficult 
tasks inherent to the TCS role, such as keeping a healthy distance from rather than over-
identifying with the caller, and containing calls. Research suggests that over-identifying, 
which leads to the delivery of compassion and sympathy alone, rather than the effective 
communication of understanding and compassion towards the other person’s hardship 
(i.e., empathy), can lead to compassion fatigue (Clark, 2007). Maintaining boundaries 




while empathising with others in distress is crucial, as it protects against 
countertransference and encourages growth (Harrison & Westwood, 2009). Results 
suggest that workers’ psychological wellbeing and functioning may be enhanced by 
training and supervision strategies which their empathy and boundary setting skills. 
Participants identified that the impact of the TCS role on their psychological wellbeing and 
functioning is also influenced by specific types of calls, including unwelcome and abuse-
related calls, calls made by young people, calls that trigger  a personally relevant issue, 
evoke a high level of empathy, require a high degree of exposure to the caller’s distress, or 
end unexpectedly. While it is not possible to anticipate or control the types of calls 
workers receive, results suggest that additional training and support to manage these calls 
may improve workers’ psychological wellbeing and functioning. 
Strategies used to cope with the impact of the TCS role on psychological wellbeing and 
functioning  
Participants discussed using a range of strategies to reduce the impact of the TCS role 
on their psychological wellbeing and functioning, including debriefing with the ISS. The ISS 
provides real-time support to TCSs during their shift. This includes debriefing prior to the 
shift to ensure the TCS is in a good frame of mind and emotionally resilient prior to taking 
calls, during the shift to prompt the TCS to process what has happened in a difficult or 
challenging contact, and after a shift to ensure that the TCS is not leaving the shift with 
unresolved feelings or concerns prompted by a contact. The ISS also provides basic skills 
support and guidance on policies and procedures (Lifeline Australia, 2017). Participants 
identified debriefing with the ISS as a source of reassurance and a professional 
development opportunity. Seeking help to cope with the impact of the telephone crisis 
support role has been established as a key variable in the process of preventing workers’ 
functional impairment related to symptoms of psychological distress (Kitchingman et al., 
2016). However, consistent with preliminary research (Kitchingman et al., 2016); the 
results of this study suggest that many TCSs do not seek help for personal symptoms. 




Despite service policy requiring TCSs to debrief with the ISS at the end of each shift, a 
number of participants in the current study reported that they do not do so.  
Previous research has offered a number of explanations for helpers’ failure to seek 
help for personal symptoms of distress, including putting aside their personal needs in 
order to care for others (Meyer & Ponton, 2006), and believing that seeking help for 
personal problems will reflect poorly on their competence (Charlemagne-Odle, Harmon, & 
Maltby, 2014; Siebert & Siebert, 2007; Wallace & Lemaire, 2009). Other research suggests 
that failure to seek help may not always be a decision, but the result of impaired decision 
making related to symptoms of psychological distress (Bora & Berk, 2016). Participants in 
the current study identified their failure to debrief with the ISS as a choice. Some 
participants cited a preference for resolving issues on their own, or for debriefing with a 
fellow TCS or family member. Participants reported a particular aversion to debriefing 
with the ISS by phone, offering examples of occasions where they did not call to ISS to 
debrief, but would have approached them to debrief had they been present at the centre in 
person. Participants expressed beliefs that calling the ISS to debrief would inconvenience 
them, or that calls which have impacted their wellbeing but have not involved risk to the 
caller do not warrant debriefing. Results indicate that telephone crisis support workers’ 
psychological wellbeing and functioning may be optimised by receiving a clear rationale 
for, and interventions to correct false beliefs regarding debriefing. 
Many participants discussed setting boundaries as a coping strategy, including not 
‘taking calls home’ after completing a shift. However, the majority of participants were 
able to offer an example of functional impairment, which most often involving thinking 
about during the hours and days after a shift. Participants also discussed the protective 
value of having realistic expectations of oneself as a TCS, and not taking calls personally. 
However, participants reported that their appraisal of a shift is influenced by whether, 
during each call, they have adhered to the model, connected with the caller, and the caller 
has benefited from the contact. They also reported that their emotional state during the 




shift is influenced by the outcomes of the calls they have taken, and that they are likely to 
feel disappointed in themselves when a call has not gone well. Participants identified less 
experienced TCSs as particularly vulnerable to these thoughts and feelings. Research 
suggests that personal feelings or responsibility for the outcome of calls increases 
workers’ risk of distress (Mishara & Giroux, 1993). Therefore, workers’ psychological 
wellbeing and functional impairment may be improved by service training, supervision 
and support strategies to reduce workers’ feelings of personal responsibility for the 
outcome of calls. 
Suggested service strategies to minimise the impact of their role on TCSs’ 
psychological wellbeing and functioning  
Participants in the current study suggested various modifications to existing service 
strategies to reduce the impact of the TCS role on their wellbeing and functioning. 
Regarding training, participants believed that workers would benefit from receiving 
additional information on certain topics, including mental health, suicide-related and 
sexually gratuitous calls. They also referred to the need for initial TCS training to focus on 
occupational hazards associated with the telephone crisis support role, including the risk 
of personal distress and impairment. Correspondingly, research indicates that clinicians 
who are explicitly informed about occupational hazards are less likely to experience 
personal distress as the result of empathic engagement with distressed others (Cheng et 
al., 2007; Decety, Yang, & Chen, 2010).  
In terms of supervision and support, participants discussed their desire for the 
organisation to adopt a more proactive approach to monitoring TCS wellbeing, employ 
appropriately qualified clinicians to provide supervision, and/or make professional 
external supports available to workers who wish to discuss issues regarding their 
wellbeing or functioning. The importance of supervision by a mental health professional is 
a profound point for telephone crisis support services to consider, given that most of these 
services are non-clinical, with workers supported by non-professional peers (Spittal et al., 




2015). The results of this study suggest that those who supervise telephone crisis support 
workers require skills in the identification and rehabilitation of symptoms of 
psychological distress and functional impairment - professional competencies beyond a 
peer support role. Furthermore, research suggests that telephone crisis support workers 
who receive professional supervision are less likely to experience various symptoms of 
psychological distress, including vicarious trauma (Dunkley & Whelan, 2006), and are 
more likely to experience growth (O’Sullivam & Whelan, 2011).  
Strengths and limitations 
 The primary strength of this study was its use of qualitative methodology and 
Interpretive Phenomenological Analysis (IPA; Smith, 1996; Smith et al., 1999), as there is 
currently a dearth of literature on how telephone crisis support workers may be impacted 
by their role. By employing a qualitative design, this study has provided a detailed, 
idiographic and in-depth analysis of the direct perspectives of workers. However, it is 
necessary to interpret the findings of this study with caution due to the relatively small 
and specific sample. Participants were telephone crisis support workers from one 
organisation, and findings highlight various issues which may be unique to the 
experiences of these workers. While the issues discussed were largely consistent with the 
literature, future research is required to determine whether the results of this study can 
be generalised to telephone crisis support workers from other organisations. 
Conclusions and directions for future research 
The telephone crisis support role has both negative and positive consequences for the 
psychological wellbeing and functioning of workers. Negative outcomes such as 
psychological distress and functional impairment are related to a number of role-related 
and personal factors, some of which are not directly amendable. However, telephone crisis 
support workers may also experience a sense of satisfaction and growth, making more 
difficult aspects of the role easier to deal with. Findings suggest that services should foster 
an environment that encourages other-oriented motivations for volunteering and 




reflection on levels of satisfaction; and provide additional training and support to manage 
particular call presentations, reduce anticipatory stress, assert healthy boundaries, and 
seek help from available supports. Future research informing the development and/or 
modification of existing service strategies to optimise telephone crisis support workers’ 
psychological wellbeing and functioning should be informed by research which explores 
not only those factors that minimise the risk of psychological distress and functional 
impairment, but also those that enhance possibilities for satisfaction and growth. 
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CHAPTER 6 - SUMMARY AND CONCLUSION 
 This chapter begins with a summary of the findings from the three empirical studies 
(Chapters 2 to 5) comprising this doctoral thesis. It also discusses practice implications, 
limitations of the research, suggestions for how these may be addressed by future 
research, and provides a general conclusion. 
6.1 Summary 
This doctoral research incorporated an in-depth investigation of telephone crisis 
support workers’ experiences of functional impairment, and the mechanisms 
underpinning this phenomenon. The research program was comprised of a series of 
studies which mapped to recommended stages of preventative intervention research 
program development (Mrazek & Haggerty, 1994), and continually built and elaborated on 
study findings.  
 The first stage of this research involved systematically reviewing the literature to 
uncover what was known about telephone crisis support workers’ symptoms of functional 
impairment related to symptoms of psychological distress. Results of Study 1 (Chapter 2) 
highlighted the paucity and methodological limitations of studies which had examined 
telephone crisis support workers’ symptoms of psychological distress and functional 
impairment. A need for research to explore the impact of their role on telephone crisis 
support workers’ psychological wellbeing and functioning was identified, in order to 
determine whether current service strategies are sufficient to optimise workers’ wellbeing 
and delivery of support to callers. 
 The second stage of the research program involved exploring whether telephone 
crisis support workers experience functional impairment related to symptoms of 
psychological distress, and testing a model of functional impairment. Results of Study 2 
(Chapter 3) indicated that a significant proportion of telephone crisis support workers had 
experienced functional impairment related to elevated symptoms of psychological distress 
during the past month. As expected, difficulties with emotion regulation influenced 




functional impairment via symptoms of general psychological distress; functional 
impairment was significantly greater where intentions to seek help were low.  
 The third stage of this research involved examining telephone crisis support workers’ 
functional impairment related to symptoms of psychological distress before, during and 
after completing a shift on the crisis line. Study 3 used a mixed-methods, repeated 
measures design to assess, describe and identify mechanisms of telephone crisis support 
workers’ impairment within specific functional domains. Quantitative results (Chapter 4) 
identified a number of mechanisms of telephone crisis support workers’ functional 
impairment before and after completing a shift on the crisis line, including affect sharing, 
symptoms of psychological distress, help-seeking and coping strategies. Qualitative results 
(Chapter 5) illuminated quantitative findings, and identified a number of additional factors 
associated with telephone crisis support workers’ experience symptoms of psychological 
distress and functional impairment, as well as satisfaction and growth. 
6.2 Theoretical implications 
 This thesis makes a substantial contribution to the literature on the impact of 
empathic engagement with crisis callers on telephone crisis support workers’ 
psychological wellbeing and functioning. As outlined in Chapter 1, there has been a strong 
focus in the literature pre-dating this thesis on the impact of empathic engagement with 
distressed others on helpers in registered professional roles, meaning that the impact on 
non-professional helpers such as telephone crisis support workers had been overlooked. 
Accordingly, the findings in this thesis address significant gaps in the literature. This thesis 
contains the first known studies to have investigated telephone crisis support workers’ 
functional impairment related to symptoms of psychological distress as a result of 
frequent empathic engagement with crisis callers, and related risk factors.  
 Overall, the findings from this doctoral thesis provide support for an integrated 
theoretical approach to investigating the impact of their role on telephone crisis support 
workers’ psychological wellbeing and functioning. In keeping with neuroscientific theory 




of empathic engagement with distressed others (e.g., Decety & Lamm, 2006; Eisenberg & 
Eggumm, 2009; Gibbons, 2011), and the APA-endorsed stress-distress-impairment 
continuum (ACCA, n.d.), study findings suggest that a significant proportion of telephone 
crisis support workers experience strong, negative affective responses to empathic 
engagement with crisis callers, which are likely to cause psychological distress in the 
absence of adequate emotion regulation. In line with neuroscientific theory  (e.g., Decety & 
Lamm, 2006; Eisenberg & Eggumm, 2009; Gibbons, 2011), and mechanisms of functional 
impairment within the literature on helping professionals  (e.g., American Psychological 
Association, 2010; Pope & Tabachnick, 1994; Guy et al., 1989), study findings also suggest 
that help-seeking and coping moderate the relationship between symptoms of 
psychological distress and functional impairment; such that symptoms are more likely to 
progress to functional impairment when help is not sought for, and adaptive strategies are 
not used to cope with symptoms. 
6.3  Practice implications and outcomes   
 In terms of telephone crisis support delivery, a key implication of this research is that, 
in addition to the occupational hazards for workers, impaired workers are likely to deliver 
sub-optimal support to callers (Kitchingman, Wilson, Woodward, Caputi, & Wilson, 2017).  
This finding is consistent with literature suggesting that the functionality of impaired 
professional helpers is compromised, increasing the likelihood of inappropriate and 
unethical behaviour, and posing a threat to those who seek their services (ACCA, n.d.). 
Research indicates that professional helpers who are explicitly informed about and 
prepared for affect sharing by emotion regulation skills training are less likely to 
experience personal distress as the result of empathic engagement with those in distress 
(Cheng et al., 2007; Decety, Yang, & Chen, 2010). Participants in such interventions display 
dampened counterproductive feelings of alarm and fear and increased capacity to down-
regulate the processes elicited by the automatic affect sharing component of empathy, 
reduced risk of personal distress, and greater capacity to assist the person in need (Decety 




& Lamm, 2009; Decety & Meyer, 2008; Decety & Moriguchi, 2007. The results of this thesis 
suggest that training which emphasises affect sharing as an inevitable consequence of 
empathic engagement with crisis callers and facilitates the development of emotion 
regulation skills may also decrease telephone crisis support workers’ risk of distress.  
 This research established help-seeking and coping as a key variables in the process of 
preventing the progression from telephone crisis support workers’ symptoms of 
psychological distress to functional impairment. It also established that many telephone 
crisis support workers do not seek help or use adaptive strategies to cope with personal 
symptoms of psychological distress. Some participants identified their failure to seek help 
as a choice, citing a preference for resolving their problems on their own, while others 
expressed beliefs that seeking help for personal symptoms was not warranted, or would 
inconvenience the help provider. Therefore, telephone crisis support workers’ 
psychological wellbeing and functioning may be improved by service interventions which 
provide a clear rationale for, and correct workers’ false beliefs regarding help-seeking. 
Research suggests that creating a safe space by focusing the role of supervisor to include 
providing emotional support, scheduling frequent one-on-one consultations with a 
manager or an external supervisor, and strengthening peer support forums and networks 
may also encourage workers to seek help for personal problems (Howlett & Collins, 2014). 
Many participating telephone crisis support workers reported failure to engage 
adaptive strategies to cope with the impact of their role on their psychological wellbeing 
and functioning. For example, while participants recognised the protective value of having 
realistic expectations of themselves in the telephone crisis support role, and not taking 
responsibility for the outcome of calls, they reported that they are likely to feel 
disappointed with themselves when a call has not gone well. Research suggests that such 
feelings of personal responsibility for the outcome of calls increase workers’ risk of 
psychological distress (Mishara & Giroux, 1993). Therefore, workers’ wellbeing and 
functioning may be improved by service strategies which reduce workers’ feelings of 




personal responsibility for the outcome of calls, and address other inconsistencies 
between workers’ knowledge of and engagement in adaptive coping strategies. Results 
suggest that telephone crisis support workers should also be encouraged to seek help 
from a mental health professional, and use active strategies such as problem solving to 
cope with personal symptoms of psychological distress, as these particular strategies 
emerged as effective in preventing the progression from symptoms of distress to 
functional impairment.  
A large number of telephone crisis support workers who participated in this research 
reported lived experience of mental health issues and suicide. These participants reported 
significantly more severe symptoms of psychological distress than participants who did 
not report lived experience of mental health issues or suicide. Services may consider a 
tailored approach to closely support the wellbeing and functioning of workers with such 
lived experience. 
 Despite the challenges associated with their role, most participants were also able to 
identify positive aspects, including feeling part of and supported by the organisation, and 
gaining a sense of satisfaction from helping others. Research suggests that the positive 
outcomes of working in this field make the difficult aspects easier to deal with (Howlett & 
Collins, 2014). Therefore, service strategies which foster an environment where the 
telephone crisis support worker feels valued by the organisation, are reminded of the 
difference their work makes, and are encouraged to reflect on their levels of satisfaction 
are likely to act as a buffer against the risk of psychological distress and functional 
impairment. 
 This research has been supported by the Lifeline Research Foundation as it addresses 
research interests for Lifeline Australia. Accordingly, throughout the conduct of the 
research, regular reporting on emerging findings has occurred. The translation of the 
research findings has been fostered through specific presentations at key milestones and 
through interactions with the relevant personnel in Lifeline Australia who have 




responsibility for national policy and practice. The significance of the research is shown by 
the fact that Lifeline Australia embarked on revisions and extensions to its supervision 
and support policies and standards for Telephone Crisis Supporters during the latter 
period of this research program, and in large part as a consequence of the emerging 
findings which supported the case for such reforms. 
6.4 Strengths, limitations and suggestions for future research 
 In addition to the aforementioned theoretical and practice implications, additional 
strengths of this thesis included the use of repeated measures design, and the combination 
of quantitative and qualitative methods. This approach maximised the richness of the data 
collected, and subsequent soundness of conclusions that could be drawn. Results warrant 
the deliberate management of telephone crisis support workers’ impairment through 
training, supervision and support strategies which optimise workers’ psychological 
wellbeing and functioning, including their delivery of support to callers. However, future 
research is needed to extend these findings and overcome the limitations of this research, 
and the efficacy of all strategies would need to be tested thoroughly before being tested on 
a large scale, and regularly evaluated to ensure their effectiveness.  
 Limitations have been noted in the discussion section of each chapter of this thesis. 
However, some general limitations are noteworthy. Firstly, data were provided by a 
relatively small and specific sample. Participants were telephone crisis support workers 
from one organisation only. Therefore, the research findings highlight issues which may be 
unique to the experiences of these workers. While results were largely consistent with the 
literature on registered helping professionals, future research is required to determine 
whether the results of this study can be generalised to telephone crisis support workers 
from other organisations.  
 Secondly, questions about causality have not been adequately answered by the 
analyses presented in this study. Longitudinal studies are needed to more effectively 
uncover causal relationships between model variables. Thirdly, although a number of 




actions were taken to control for them, biases in self-report responses may be present. 
While they were not suited to the large-scale, online investigation required to detect direct 
and indirect relationships between functional impairment and other variables collectively, 
future studies would be strengthened by the use of clinician-rated scales rather than self-
report measures. 
6.5 Conclusion 
 Prior to this thesis, no published study had specifically examined whether telephone 
crisis support workers experience impaired functioning related to known occupational 
hazards for helpers. The findings of this thesis suggest that a significant proportion of 
telephone crisis support workers experience impaired functioning related to elevated 
symptoms of psychological distress in the absence of adequate emotion regulation, help-
seeking or coping strategies. Results suggest that the impact of the telephone crisis 
support role on the worker is influenced by a number of role-related and personal factors, 
some of which are not directly amendable. However, results also suggest that reflecting on 
positive impacts on wellbeing such as satisfaction and growth may make the negative 
outcomes easier to deal with. 
 The findings from this research provide important insights into the nature and 
determinants of functional impairment among telephone crisis support workers, and 
provide directions for future research in the area. Study findings have prompted Lifeline 
Australia to revise and extend its policies and standards for telephone crisis support 
workers, and have the potential to inform further development and/or modification of 
service strategies to optimise telephone crisis support workers’ psychological wellbeing 
and functioning, including their delivery of support to callers. 
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Appendix 1. Development and evaluation of the Telephone Crisis Support Skills 
Scale 
Kitchingman, T. A., Wilson, C. J., Caputi, P., Woodward, A., & Hunt, T. (2015). Development 
and evaluation of the Telephone Crisis Support Skills Scale. Crisis, 36, 407-415. 
doi:10.1027/0227-5910/a000341 
1.1 Abstract 
Background: Although telephone services continue to play an important role in the 
delivery of front-line crisis support, published evidence of the standardised 
assessment of such services does not exist to date. 
Aims: To describe the development of the Telephone Crisis Support Skills Scale 
(TCSSS), an instrument to assess workers’ intentions to use recommended skills with 
callers, and to evaluate its factor structure and reliability.  
Method: TCSSS items were mapped to a national telephone crisis support practice 
model. A national sample of workers (n = 210) completed the TCSSS as part of a 
larger online survey. Principal axis factoring was used to evaluate the structure of 
the instrument. Internal consistency was assessed by Cronbach’s α values.  
Results: A single factor accounted for more than 40% of the variance within TCSSS 
ratings, indicating unidimensional structure. Cronbach’s α coefficients suggested 
adequate internal consistency.  
Conclusion: Results indicate that the TCSSS is an internally consistent, 
unidimensional scale, sufficiently sensitive to detect workers’ skill priorities for 
different caller problem types. Further study is required to confirm the factor 
structure and reliability of the TCSSS using workers from different organisations. 
Following further evaluation, the TCSSS may be applied to assessing readiness for 
and quality of service delivery.  





 According to the most recent Australian National Survey of Mental Health and 
Wellbeing, approximately one in five Australian adults experience a mental disorder in any 
given year (Slade, Johnston, Oakley Browne, Andrews, & Whiteford, 2009). Almost two 
thirds (65%) of these Australians do not seek professional help because of a number of 
personal and logistic barriers (Slade et al., 2007). While telephone crisis support services 
do not replace therapy, nor do they provide a mental health diagnosis, they do provide 
readily accessible, inexpensive, anonymous interventions for mental health concerns 
(Ingram et al., 2008). Within Australia, there are 115 telephone crisis support services 
available at no cost beyond that of a local call (Urbis Keys Young, 2002). Forty-one percent 
of these services are available 24 hr a day, seven days a week, and a further 23% operate 
outside of normal business hours (Urbis Keys Young, 2002). Research suggests that 
telephone crisis support services have positive immediate impacts on callers, significantly 
reducing depression, hopelessness, and suicidality and improving mental state (Gould, 
Cross, Pisani, Munfakh, & Kleinman, 2013; Kalafat, Gould, Munfakh, & Kleinman, 2007; 
King, Nurcombe, Bickman, Hides, & Reid, 2003). Research also suggests that telephone 
crisis support services have been accessed at an increasing rate in recent years. One 
national telephone crisis line took 620,000 calls in the 2013 financial year, a 30% increase 
from the 2012 financial year (Lifeline, 2013). For these reasons it is imperative that 
telephone crisis support workers deliver an optimal level of service. To ensure this is the 
case requires standardised assessment of telephone crisis support workers’ service 
delivery. From a review of published research, it appears that no standardised assessment 
tool has been developed to date. 
 Various approaches have been taken to assess the quality of telephone crisis support 
service delivery. Early studies examined the impact of services on distal outcomes, 
employing ecological designs to compare suicide rates in areas with and without services, 
or before and after the introduction of services (Bridge, Potkin, Zung, & Soldo, 1977; 




Jennings, Barraclough, & Moss, 1978; Lester, 1974; Weiner, 1969). More recent studies 
have tended to examine proximal effects of telephone crisis support services for callers, 
including changes in callers’ suicidality and mental state during the course of calls (Gould, 
Kalafat, Munfakh, & Kleinman, 2007; Kalafat et al., 2007; King et al., 2003), and successful 
referral of callers to other services (Gould et al., 2007; Gould, Munfakh, Kleinman, & Lake, 
2012). A small number of studies have directly observed telephone crisis support workers’ 
skills during real or role-played calls (Mishara et al., 2007a, 2007b; Neimeyer, Fortner, & 
Melby, 2001; Tan et al., 2012). 
 Existing studies have employed various measures to assess the quality of telephone 
crisis support delivery, and there is a paucity of data regarding psychometric properties 
for individual measures. This reflects an unstandardised assessment approach, and limits 
the reliability and generalisability of findings. To understand the effectiveness of 
telephone crisis services, a standard by which volunteers’ service delivery can be assessed 
is needed. A service delivery model scale to measure the service provision of telephone 
crisis support workers’ can be developed by operationalising what constitutes optimal 
service delivery against what the telephone crisis support worker should know and be 
able to deliver to callers after training. 
 The current study describes the development of the Telephone Crisis Support Skills 
Scale (TCSSS), a measure of service delivery based on a nationally consistent practice 
model that telephone crisis supporters are trained to implement with callers. The factor 
structure and reliability of this scale are tested using a national sample of Australian 
telephone crisis support workers. If the TCSSS is reliable and the factor structure is valid, 
the scale may be applied as a standardised assessment tool to measure telephone crisis 
support workers’ readiness for service and standard of service delivery. 




1.3  Method 
Item development 
 The TCSSS was developed to assess intentions to use recommended crisis support 
skills with callers. Scale items were operationalised against the best practice model of 
telephone crisis support that guides the provision of a national service (see Figure 1). The 
practice model is evidence based and was developed in consultation with service 
managers and clinical specialists in telephone crisis support. Each scale item assesses 
intention to use a specific skill that is operationalised within the model. Items fall within 
five stages that comprise the practice model: (1) connect with the caller, (2) focus the call, 
(3) relieve distress, (4) enable coping, and (5) decide next steps. Specific wording of scale 
items was reviewed and agreed by service managers and clinical specialists involved in 
the development of the service model (see Appendix A). This process resulted in a scale of 
23 content- valid items. 
 
Figure 1. Best practice model of telephone crisis support. Lifeline Australia © 2014. 




Application of scale to specific problem types 
 The TCSSS uses a matrix format that can be modified according to purpose and need 
(see Appendix B). Within this format, problem types can be modified to meet sample 
characteristics and study requirements. For the purpose of the current study, participants 
completed the TCSSS in response to three vignettes describing specific problem types that 
were introduced as the stories of callers to a telephone crisis support service. Taken 
verbatim from the General Help-Seeking Questionnaire (Wilson, Rickwood, Bushnell, 
Caputi, & Thomas, 2011), these vignettes described the DSM-IV-TR criteria for severe 
suicidal ideation, a major depressive episode, and acute general anxiety. These particular 
problem types were chosen to reflect the highest proportion of calls made to Australian 
telephone crisis support lines (Burgess et al., 2008; Lifeline, 2005). 
Response type and scoring 
 A Likert scale is easier to use than ranking procedures, and provides the capacity to 
compare levels of intentions across problem types (Wilson, Deane, Ciarrochi, & Rickwood, 
2005). Thus, the TCSSS asks participants to respond to each problem type by rating their 
intentions to use each skill on a 4-point Likert scale ranging from 1 (extremely unlikely) to 
4 (extremely likely). Within this format, intentions for each problem type can be examined 
separately. In the current study, mean scores were calculated by averaging item responses 
for each problem type, ranging from 1 to 4. Higher scores indicated greater intentions to 
use the recommended telephone crisis support skills. 
Participants and procedure 
 All active telephone crisis supporters from a national organisation were invited to 
complete the TCSSS in an online survey. Data were collected in July and August 2013. An e-
mail invitation to complete the survey was sent by a service director to all service 
managers, who then forwarded this invitation to all active telephone crisis support 
workers. Phone calls made to service managers determined representation of the sample 
size. Of the 2,495 telephone crisis supporters (TCSs) who were registered with the 




Australian crisis support line, approximately 337 (14%) were active (had completed at 
least one shift) during the recruitment period. Of these 337 TCSs, 210 (62%) participated 
in the study by completing the online survey. Demographic characteristics of study 
participants are reported in Table 1. Most participants were female, born in Australia, had 
completed a university degree, and had worked as a TCS for less than 2 years (age range = 
20–75 years, M = 49.05, SD = 14.23). 
 Participants provided informed consent before completing the survey. The survey 
was anonymous. Those who completed the survey were provided with a list of mental 
health resources, including physician directory information, helplines, crisis lines, 
informational resources, and online services. The study received approval from the 
University’s Human Research Ethics Committee. 
Table 1. Demographic characteristics of study participants (N = 210) 
 n(%) 
Gender Male 46(21.9) 
 Female 164(78.1) 
Country of birth Australia 154(73.3) 
 Other English speaking country 39(18.6) 
 Other non-English speaking country 17(8.1) 
Location Metropolitan 127(60.5) 
 Regional 64(30.5) 
 Rural/Remote 19(9.0) 
Education level University degree 126(60.0) 
 TAFE/VET/Diploma or equivalent 49(23.3) 
 Apprenticeship/Traineeship or equivalent 6(2.9) 
 Year 12/HSC or equivalent 14(6.7) 
 Year 10/School certificate or equivalent 14(6.7) 
 No qualification 1(0.5) 
Experience as a TCS 0-2 years 127(60.5) 
 3-5 years 48(22.9) 
 6-8 years 12(5.7) 
 9-11 years 12(5.7) 
 12-14 years 2(1.0) 
 15 years or longer 9(4.3) 
Note. TCS = Telephone Crisis Supporter. 





 Analyses were conducted using IBM SPSS Version 19.0 statistical software package 
for Microsoft Windows (IBM Corporation, NY). A sample size of 200 was required to 
obtain an accurate exploratory factor analysis solution with adequate internal consistency 
(Guadagnoli, & Velicer, 1988). Keiser–Meyer–Olkin (KMO) statistics of .60 or greater 
indicated sample size adequacy, and significant Bartlett’s tests of sphericity indicated 
sufficiently large correlations between items for applying principal axis factoring to TCSSS 
subscales. Cattell’s scree test and eigenvalues greater than 1 were used to determine 
factor retention. Items were retained if loadings were greater than 0.40. Reliability of the 
TCSSS was examined on the basis of internal consistency. Cronbach’s alpha coefficients 
greater than 0.70 are considered acceptable for new instruments (Nunnally, 1978). 
Descriptive statistics for TCSSS subscales were used to indicate participants’ intentions to 
use the recommended telephone crisis support skills. 
1.4 Results 
Factor analysis 
 KMO and Bartlett’s statistics indicated sample size adequacy and sufficiently large 
correlations between items for applying principal axis factoring to TCSSS ratings for each 
problem type. Hence, three analyses were conducted, one for each problem type. Each 
analysis revealed a three-factor solution (see Table 2). Examination of the scree plot test 
and eigenvalue criteria confirmed that three factors within each analysis could be retained 
for further investigation. However, a single factor accounted for more than 40% of the 
variance within TCSSS ratings for each problem type, indicating a unidimensional 
structure. The three factors that emerged appear to reflect a progression through the 
stages of the best practice model of telephone crisis support from which the 23 items of 
the TCSSS were developed. Different item loadings across problem types suggested that 
there might be different skill priorities for each problem type. Two items had low factor 
loadings (< .40), and two were double-loaded. 





 Cronbach’s α coefficients suggested adequate internal consistency within TCSSS 
ratings for each problem type (see Table 2). 
Intentions to use recommended telephone crisis support skills 
 Means and standard deviations of TCSSS ratings for each problem type are reported 
in Table 2. On average, participants reported that they were likely to use the group of 23 
recommended telephone crisis support skills for each problem type. Sample mean scores 
on individual TCSSS items ranged from 3.60 to 3.96 for severe suicidal ideation, 3.47 to 
3.96 for major depressive episode, and 2.82 to 3.96 for acute general anxiety. 




Table 2. Principal axis factor loadings, Cronbach’s α coefficients, means, and standard deviations (n = 210) 
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Engage the caller’s trust .83  - .70 - - .61 - - 
Assess risk .78 - - .79 - - - - .67 
Have an empathetic, non-judgemental, respectful attitude .77 - - .73 - - .70 - - 
Be vigilant about signs of distress .71 - - .80 - - .41 .43 - 
Ask about suicidal thoughts, acts previously/in progress .64 - - .83 - - - - .68 
Increase the caller’s resourcefulness - .74 - - .69 - - .78 - 
Understand why the caller is distressed - .72 - - .47 - .64 - - 
Enhance the caller’s well-being - .68 - - .90 - - .83 - 
Identify the caller’s strengths - .62 - - .46 - - .66 - 
Patiently explore reasons for living - .57 - - - .77 - - .73 
Encourage the caller - .55 - - .82 - - .67 - 
Identify resources - .51 - - - - - .57 - 
Identify what prompted the call/main issue - .49 - - .50 - .59 - - 
Build an understanding of the caller’s needs - .49 - .44 .43 - .72 - - 
Focus the caller on the here and now - .49 - - .43 - - .61 - 
Tasks and time-frames for follow-up actions - .48 - - - .52 - - - 
Hear the caller’s pain - .48 - .66 - - .89 - - 
Hear and contain the caller’s feelings and thoughts - .45 - - .46 - .81 - - 
Initiate emergency help when needed - - .81 - - .69 - - .79 
Mobilise safety steps - - .59 - - .99 - - .85 
Create safe plan - - .53 - - .86 - - .83 
Increase safety - - .49 - - .87 - - .78 
Manage the immediate situation - - .46 - - - - .70 - 
% variance explained        5.6     46.4        3.3       8.3      3.2    53.3             42.4       3.7   12.7 
Cronbach’s α         0.95            0.99                         0.93 
Subscale M(SD)       3.78(.32)           3.71(.40)                        3.60(.38) 
Note. Factor loadings <.40 remain in the table. TCS = telephone crisis support.





 The TCSSS is a 23-item scale designed to measure telephone crisis supporters’ service 
delivery. Optimal telephone crisis support delivery was operationalised against telephone 
crisis support workers’ expected knowledge and skills after training. Scale development 
was mapped to a best practice model of telephone crisis support that guides the provision 
of a national service. TCSSS items were closely adapted from the set of specific skills that 
correspond with this model, which telephone crisis support workers are trained to deliver 
to callers. Scale structure and estimates of internal reliability were calculated using data 
provided by a national sample of telephone crisis supporters.  
 The results of this study revealed that the 23-item TCSSS is an internally consistent, 
unidimensional scale that is sufficiently sensitive to detect workers’ skill priorities for 
different caller problem types. On average, participating telephone crisis support workers 
reported that they are likely to use the recommended skills with callers reporting 
symptoms of severe suicidal ideation, a major depressive episode, and acute general 
anxiety.  
 To our knowledge, the TCSSS represents the first psychometric scale measuring 
telephone crisis support workers’ intentions to use recommended skills with callers. 
Utilising the TCSSS as a self-report scale provides a convenient method for organisations 
to measure telephone crisis support workers’ readiness to commence service delivery 
after training. Behavioural intention is commonly measured in studies with parameters 
that do not allow the measurement of prospective behaviour, because measures of 
behavioural intention approximate both self-reported and actual behaviour (Sheeran, 
2002; Webb & Sheeran, 2006). A review by Eccles and colleagues (2006) found intentions 
to be a valid measure of the clinical behaviours of health-care professionals. Therefore, 
where the measurement of actual skill use is not possible, TCSSS responses may be used to 
estimate the standard of care being delivered to callers. Where the measurement of actual 
skill use is possible, the TCSSS may be applied as the criteria for structured observational 




assessments of telephone crisis support workers’ readiness to commence service delivery, 
and the quality of ongoing service delivery. 
 Certain limitations of the TCSSS warrant comment. Firstly, the study sample was from 
one national telephone crisis support service. Further study is required to confirm the 
factor structure and reliability of the TCSSS for telephone crisis support workers from 
other organisations. Secondly, participants provided self-reported ratings of intention to 
use the recommended telephone crisis support skills. Although a number of actions were 
taken to control for them, biases in self-reported intentions may be present. Future studies 
should use the TCSSS to guide observation of telephone crisis support workers’ actual skill 
use in addition to their self-reported intention to use the recommended skills with callers. 
Although the purpose of the current study was to develop a measure of telephone crisis 
supporters’ intentions to use recommended skills with callers and examine the structure 
and reliability of this measure, future research into the determinants of telephone crisis 
supporters’ intentions, and factors that prevent the realisation of these intentions as 
behaviours, would provide an opportunity to target training strategies that facilitate 
optimal service delivery. 
 In summary, the 23-item TCSSS appears to be a reliable, unidimensional measure of 
telephone crisis supporters’ service intentions to use recommended skills with callers. 
Further study is required to examine the factor structure and reliability of the scale in 
samples of telephone crisis supporters from different organisations. Pending this, the 
TCSSS may be applied to standardised assessment of telephone crisis support services, 
which appears not to have been conducted using a psychometric scale anywhere in the 
world. 
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Engage trust (all 
calls) 
- Active listening 
- Use minimal encouragers 
- Match language level (e.g., 
action words, feeling words, 
thinking words) 
- Gather contextual 
information 
- Engage the caller’s 
trust 
- Have an empathetic, 
non-judgemental 
attitude 
 - Reflection of feeling  
 - Paraphrasing  





- Open questions  
 Be alert, respond 
to suicide clues 
and invitations 
(all calls) 
- Open questions 
- Uses ‘ASIST’ model 
(connecting) 
- Exploring 
- Asking: Are you thinking 
about suicide? 
- Be vigilant about signs 
of distress 
- Ask about suicidal 
thoughts, acts 
previously, acts in 
progressa 
Focus Agree on 
realistic goal for 
session (all calls) 
- Summarising 
- Limit setting (reinforce 
purpose of service) 
- Identify what 
prompted the 
call/main issue 




- Closed questions  
 Review suicide 
risk (suicide 
calls) 
- Closed questions 
- Use ‘ASIST’ model 
(understanding) 
- Current suicide plan 
- Prior suicidal behaviour 
- Check resources available 
- Hear the pain 
- Mental health 
- Ask about suicidal 
thoughts, acts 
previously, acts in 
progressa 
- Assess risk 







- Reflection of feeling 
- Open questions 
- Reflection of meaning 
- Challenging 
- Hear and contain the 









- Closed questions 
- Paraphrasing 
- Understand why the 
caller is distressed 
- Build an 
understanding of the 
caller’s needs 




 Hear the pain of 
suicidal caller 
(suicide calls) 
- Open questions 
- Use ‘ASIST’ model 
(understanding) 
- Listen to reasons for dying 
- Be alert to reasons for living 
- Work with ambivalence 
- Hear the caller’s paina 
- Patiently explore 








- Exploring options 
- Grounding 
- Manage the 
immediate situation 
- Increase the caller’s 
resourcefulnessa 
- Focus on the here and 
nowa 







- Closed questions 
- Exploring options 
- Grounding 
- Enhance the caller’s 
wellbeing 
- Encourage the caller 
- Increase the caller’s 
resourcefulnessa 
- Focus on the here and 
nowa 
 Increase safety 
(suicide calls) 
- Use ‘ASIST’ model 
- Keep safe 
- Safety planning 
- Safe/no use of alcohol/drugs 
- Link to resources 
(disable suicide plan) 
(ease the pain) 
(protect against the danger/ 
support past survival skills) 
(link to health worker) 
- Increase safety 
- Mobilise safety steps 
- Identify resources 




Decide on tasks 
and timeframes 
(all calls) 
- Facilitating actions 
- Safety planning 
- Termination 
- Tasks and timeframes 
for follow up options 
- Create safe plana 





- Limit setting 
- Safety planning 
- Termination 




(suicide calls or 
domestic 
violence) 
- Safety planning 
- Apply ‘ASIST’ model 
(assisting) 
- Elicit location or telephone 
number 
- Initiate emergency 
help when needed 
- Create safe plana 
Note. aTCSSS item corresponds with a preliminary item which appears within more than 
one stage of the practice model. 




1.8. Telephone Crisis Support Skills Scale (TCSSS) 
[Insert vignette describing caller problem type, according to sample characteristics and 
study requirements]. 
 
Refer to the vignette above.  Using the following scale, rate your intention to use each skill 
in the call with [caller’s name]: 
1 = Extremely Unlikely to use  
2 = Unlikely to use     
3 = Likely to use    
4 = Extremely Likely to use 
 
Have an empathetic, non-judgemental, respectful attitude 1 2 3 4 
Engage the caller’s trust 1 2 3 4 
Be vigilant about signs of distress 1 2 3 4 
Identify what prompted the call/main issue 1 2 3 4 
Ask about suicidal thoughts, acts previously, acts in progress 1 2 3 4 
Assess risk 1 2 3 4 
Hear and contain the caller’s feelings and thoughts 1 2 3 4 
Build an understanding of the caller’s needs 1 2 3 4 
Hear the caller’s pain 1 2 3 4 
Understand why the caller is distressed 1 2 3 4 
Patiently explore reasons for living 1 2 3 4 
Identify the caller’s strengths 1 2 3 4 
Encourage the caller 1 2 3 4 
Manage the immediate situation 1 2 3 4 
Increase the caller’s resourcefulness 1 2 3 4 
Enhance the caller’s wellbeing 1 2 3 4 
Focus the caller on the here and now 1 2 3 4 
Increase safety 1 2 3 4 
Identify resources 1 2 3 4 
Mobilise safety steps 1 2 3 4 
Tasks and time-frames for follow-up actions 1 2 3 4 
Initiate emergency help when needed 1 2 3 4 
Create safe plan 1 2 3 4 




Appendix 2. Preventing suicide requires more attention on technology-based crisis 
support services 
Kitchingman, T. A., Wilson, C. J., Woodward, A., Caputi, P., & Wilson, I. (2015). Preventing 
suicide requires more attention on technology-based crisis support services. 
Australian and New Zealand Journal of Psychiatry, 50, 181-186. 
doi:10.1177/0004867415605643 
2.1 Letter to the Editor 
To the Editor, 
 Increased government spending, largely on clinical services, for suicide prevention 
has not led to meaningful changes in Australian suicide rates (Snowdon, 2015). Crisis 
intervention strategies that include readily accessible support without referral 
requirement are a fundamental suicide prevention strategy, meaning that Australia’s 
ability to ensure that individuals have access to crisis intervention requires serious 
discussion and action (National Coalition for Suicide Prevention, 2014). 
 Within Australia, non-clinical telephone and online crisis support services provide 
essential infrastructure and suicide prevention intervention for individuals in suicidal 
crisis. Service operational data show that up to one third of callers to telephone crisis lines 
and half of all visitors to crisis chat services may be suicidal at the time of contact, and 
could not or would not access clinical services in their suicidal state. These data also show 
that telephone and online crisis support services significantly reduce caller suicidality and 
often facilitate engagement with necessary intervention (Lifeline Australia Research 
Foundation, 2013). 
 Benefits of technology-based crisis support services include being immediately 
available for rapid crisis intervention, anonymous, cost-free and available 24 hours a day. 
Drawbacks include the volunteer nature of crisis support staff, inability to screen for caller 
needs prior to cold-call and thus exacerbated staff vulnerability to volunteer overload, 




cognitive drain and burnout. As contacts with technology based crisis services continue to 
increase each year (Lifeline Australia Research Foundation, 2013), an urgent need for 
ongoing service development is to identify the impact of the role on crisis support staff 
wellbeing, determinants of staff wellbeing in the crisis support context and the extent to 
which the wellbeing of crisis support staff impacts their performance and caller outcomes. 
Such research must be multidimensional and be driven by an integrated model of staff 
education and service support that examines relationships between (1) recruitment, (2) 
training, (3) skill assessment, (4) personal development and individual processes to 
maintain wellbeing (e.g., self-care), (5) supervisor training and staff support strategies 
(e.g., learning, teaching and facilitating a reflective practice model for supervision and staff 
professional development) and (6) service support strategies (e.g., organisation personal 
and professional support strategies that compliment staff supervision). The dimensions 
can be conceptualised as the faces of a cube. 
 As Australians continue to adopt technology, telephone and online crisis services will 
continue to have a key role in the national suicide prevention strategy. Implementing an 
integrated approach to strengthen the efficacy of these services is essential.
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Appendix 3. Telephone crisis support workers’ intentions to use recommended 
skills while experiencing functional impairment 
Kitchingman, T. A., Wilson, C. J., Woodward, A., Caputi, P., & Wilson, I. (2017). Telephone 
crisis support workers’ intentions to use recommended skills while experiencing 
functional impairment. Manuscript accepted for publication. Crisis. 
3.1 Abstract 
Background: Empathic engagement with distressed others can lead to elevated symptoms 
of psychological distress and functional impairment which preclude helping professionals’ 
delivery of optimal patient care. Whether support workers on services such as telephone 
crisis lines are impacted in a similar way is not currently reported in the literature. 
Aims: This study examined the relationship between functional impairment and intentions 
to use recommended crisis support skills in a representative national sample of 210 
telephone crisis support workers. 
Methods: Participants completed an online survey including measures of functional 
impairment and intentions to use recommended telephone crisis support skills with 
callers reporting symptoms of suicidal ideation, depression and anxiety. 
Results: As a group, participants with greater functional impairment during the past month 
reported significantly lower intentions to use recommended telephone crisis support 
skills with callers than those who reported lower functional impairment. 
Conclusions: Results of the current study warrant further research to identify 
determinants of telephone crisis support workers’ functional impairment; and the 
deliberate management of telephone crisis support workers’ functional impairment 
through developing and/or modifying existing service strategies to optimise workers’ 
psychological wellbeing and delivery of support to callers.  





Empathic engagement with distressed others can lead to elevated symptoms of 
psychological distress, functional impairment, and delivery of sub-optimal patient care 
among helping professionals. For example, as a consequence of providing care to others in 
distress, mental health workers self-report elevated symptoms of psychological distress, 
including depression, suicidal ideation, burnout, vicarious trauma and compassion fatigue 
(Gilroy, Carroll, & Murra, 2002; Pope & Tabachnick, 1994; Rupert & Kent, 2007; Pearlman 
& MacIan, 1995; Shapiro, Brown, & Biegel, 2007). A substantial proportion report 
impaired functioning (i.e., reduced ability to manage day-to-day activities) commonly 
clustered around emotional exhaustion and fatigue, irritability, problems with 
interpersonal relationships, sleep disturbance and substance abuse (Mahoney, 1997; 
Thoreson, Miller, & Krauskopf, 1989). Professionals experiencing impaired functioning 
related to elevated personal symptoms of distress are unable to use their key skills 
effectively (Sherman & Thelen, 1998; West & Shanafelt, 2007), and are likely to deliver 
sub-optimal or even inadequate care (American Psychological Association, 2010; Guy, 
Poelstra, & Stark, 1989; Pope, Tabachnick, & Keith-Spiegel, 1987).  
To date, research has focused on helpers in registered professional roles (e.g., mental 
health workers). Helpers performing non-professional roles, particularly those on 
telephone crisis lines, are frequently exposed to others in distress. They frequently speak 
with callers who are experiencing severe mental health issues or are at imminent risk of 
suicide (Gould et al., 2007; Kalafat et al., 2007; Mishara et al., 2007). Their role is to listen 
empathically, contain the caller’s distress and support the caller to manage his or her own 
crisis, providing information and referrals to other services where appropriate (Burgess et 
al., 2008; Hall & Schlosar, 1995; Kinzel & Nanson, 2000). Telephone crisis support workers 
are unable to observe non-verbal communication cues, anticipate or control the types of 
calls received, or track changes in the caller due to the ‘one shot’ nature of crisis line 
contact (Coman et al., 2001). They generally have less training to prepare them for the role 




and are less likely to have access to supervision and ongoing professional development 
than helpers in registered professional roles (Baird & Jenkins, 2003). Also, the majority 
are not paid for their time (Kinzel & Nanson, 2000). 
Some have suggested that telephone crisis support workers may be less susceptible to 
personal symptoms of psychological distress than those who deliver face-to-face support 
because of the shorter term nature of their work, and the protection afforded by working 
anonymously over the phone (Ghahramanlou & Brodbeck, 2000). However, research 
suggests that telephone crisis support workers may experience stress, burnout, vicarious 
trauma and psychiatric disorders (Kitchingman, Wilson, Caputi, Wilson, & Woodward, 
2017), and that workers who report elevated symptoms of psychological distress 
experience greater functional impairment than those who report low-level symptoms 
(Kitchingman, Wilson, Caputi, Wilson & Woodward, 2016). However, the impact of 
functional impairment related to elevated symptoms on telephone crisis support workers’ 
ability to deliver optimal support to callers is not known. This is the first known study to 
examine the relationship between telephone crisis support workers’ functional 
impairment and intentions to use recommended support skills with crisis callers. Based on 
the literature on mental health workers, it was hypothesised that impaired telephone 
crisis support workers would report significantly lower intentions to use recommended 
telephone crisis support skills than workers who are not impaired. 
3.3 Method 
Participants and procedure 
All Telephone Crisis Supporters (TCSs) from a national organisation were invited to 
participate in the study by completing an online survey. An email invitation to complete 
the survey was sent by a service director to all service managers, who then forwarded this 
invitation to all TCSs. Phone calls made to service managers determined representation of 
the sample size. Of the 2,495 TCSs who were registered with the Australian crisis support 
line, approximately 337 (14%) were active (had completed at least one shift) during the 




recruitment period. Of these 337 TCSs, 210 (62%) participated in the study by completing 
the online survey. Demographic characteristics of study participants are reported in Table 
1. Participants ranged in age from 20 to 75 years (M = 49.05, SD = 14.23). Most 
participants were female (78.1%), Australian-born (73.3%), located in a metropolitan area 
(60.5%), had completed a university degree (60%) and had worked as a TCS for less than 
2 years (60.5%). A service director advised that the recruited sample was representative 
of the population of TCSs from the organisation. 
Table 1. Demographic Characteristics of Study Participants (N = 210) 
Characteristic n(%) 
Gender Male 46(21.9) 
 Female 164(78.1) 
Country of birth Australia 154(73.3) 
 Other English speaking country 39(18.6) 
 Other non-English speaking country 17(8.1) 
Location Metropolitan 127(60.5) 
 Regional 64(30.5) 
 Rural/Remote 19(9.0) 
Education level University degree 126(60.0) 
 Diploma or equivalent 49(23.3) 
 Apprenticeship/Traineeship or equivalent 6(2.9) 
 Year 12/HSC or equivalent 14(6.7) 
 Year 10/School certificate or equivalent 14(6.7) 
 No qualification 1(0.5) 
Experience as a TCS 0-2 years 127(60.5) 
 3-5 years 48(22.9) 
 6-8 years 12(5.7) 
 9-11 years 12(5.7) 
 12-14 years 2(1.0) 
 15 years or longer 9(4.3) 
Note. HSC = Higher School Certificate. TCS = Telephone Crisis Supporter. 
Approval for this study was granted by the University’s Human Research Ethics 
Committee. Participants were recruited directly via an email containing an electronic link 
to the online survey. They gave consent online and understood that their participation was 




voluntary, and their responses to the online survey would be identifiable only by a 
computer-generated code number. 
Measures 
Functional impairment 
Clinically significant impairment in social, occupational, or other important areas of 
functioning was measured by two items from the Kessler Psychological Distress Scale 
(K10; Kessler et al., 2002) which assess ability to function in day-to-day roles: 1) ‘In the 
last four weeks, how many days were you totally unable to work, study, or manage your 
day to day activities because of these feelings?’, and 2) ‘(Aside from those days), in the last 
four weeks, how many days were you able to work, study, or manage your day to day 
activities but had to cut down on what you did because of these feelings?’. Responses to 
these items were analysed separately, and are referred to as days out of role (DOR), and 
days cut back (DCB), respectively. 
Intentions to use recommended telephone crisis support skills 
The Telephone Crisis Support Skills Scale (TCSSS; Kitchingman, Wilson, Caputi, 
Woodward, & Hunt, 2015) measures intentions to use recommended telephone crisis 
support skills with callers. Scale items are operationalised against the best practice model 
of telephone crisis support that guides the provision of a national service. The practice 
model is evidence based and was developed in consultation with service managers and 
clinical specialists in telephone crisis support. Each scale item assesses intention to use a 
specific skill that is operationalised within the model. Items falls within five stages that 
comprise the practice model: (1) connect with the caller, (2) focus the call, (3) relieve 
distress, (4) enable coping, and (5) decide next steps.  
The TCSSS uses a matrix format that can be modified according to purpose and need. 
Within this format, problem types can be modified to meet sample characteristics and 
study requirements.  For the purpose of the current study, participants completed the 
TCSSS in response to three vignettes describing specific problem types that were 




introduced as the stories of callers to a telephone crisis support service. Taken verbatim 
from the General Help-seeking Questionnaire (Wilson, Rickwood, Bushnell, Caputi, & 
Thomas, 2011), these vignettes described the DSM-IV-TR criteria for severe suicidal 
ideation, a major depressive episode and acute general anxiety.  These particular problem 
types were chosen to reflect the highest proportion of calls made to Australian telephone 
crisis support lines (Burgess, Christensen, Leach, Farrer, & Griffiths, 2008; Lifeline, 2005). 
Participants rated their intention to use the 23 recommended crisis support skills 
with each hypothetical caller on a 4-point Likert scale ranging from 1 Extremely Unlikely to 
4 Extremely Likely. The TCSSS has demonstrated acceptable reliability as a measure of 
intentions to use recommended skills with crisis callers. Low scores indicate low 
intentions to use recommended skills for the corresponding caller problem type and are 
used in the current study as a measure of impaired service delivery. Cronbach’s alpha 
coefficients showed strong reliability for each scale (IUSC-SI: α = .95; IUSC-D: α = .96, IUSC-
A: α = .93). 
Data analysis 
Analyses were conducted using the IBM SPSS V21 statistical package. Pearson’s 
correlations were used to examine intercorrelations between the study variables. Three 
linear regressions were run to determine the impact of the functional impairment 
variables (DOR, DCB) on intentions to use recommended telephone crisis support skills 
with callers reporting suicidal ideation, symptoms of depression and anxiety. 
3.4 Results 
Preliminary results 
Correlations revealed significant relationships between DOR and intentions to use 
recommended skills with callers reporting suicidal ideation, symptoms of depression and 
anxiety (Table 2). The correlation between DCB and intentions to use recommended skills 
with callers reporting suicidal ideation was also significant (Table 2).




Table 2. Intercorrelations between and descriptive statistics for study variables 
Measure 1 2 3 4 5 
1 DOR - .39*** -.61*** -.46*** -.46*** 
2   DCB   - -.20** -.14 -.09 
3   IUSC-SI     - .73*** .71*** 
4   IUSC-D       - .71*** 
5   IUSC-A         - 
M .23 1.17 3.78 3.71 3.60 
SD 1.84 4.43 .32 .40 .38 
1st quartile .00 .00 3.65 3.55 3.39 
3rd quartile .00 .00 4.00 4.00 3.91 
Note. DOR = days out of role; DCB = days cut back; IUSC-SI = Intentions to use skills with 
caller reporting suicidal ideation; IUSC-D = Intentions to use skills with caller reporting 
depression; IUSC-A = Intentions to use skills with caller reporting anxiety. *p<.05, **p<.01, 
***p<.001 
Main results 
In combination, functional impairment variables accounted for a significant 37% of 
the variability in intentions to use recommended skills with callers reporting suicidal 
ideation, R2 = .37, adjusted R2 = .36, F(2, 207) = 60.35, p = .000; 21% of the variability in 
intentions to use recommended skills with callers reporting symptoms of depression, R2 = 
.21, adjusted R2 = .21, F(2, 207) = 28.02, p = .000; and 22% of the variability in intentions 
to use recommended skills with callers reporting symptoms of anxiety, R2 = .22, adjusted 
R2 = .21, F(2, 207) = 29.06, p = .000. Unstandardised and standardised regression 
coefficients for each functional impairment variable are reported in Table 3.




Table 3. Unstandardised and standardised regression coefficients for each predictor in the regression models predicting intentions to use 
recommended telephone crisis support skills with callers reporting suicidal ideation, symptoms of depression and anxiety 
 IUSC-SI IUSC-D IUSC-A 













DOR -.107 .010 -.623 .000 3.76  3.84 -.104 .014 -.478 .000 -.132  -.075 -.103 .014 -.498 .000 -.130  -.076 
DCB .003 .004 .044 .459 -.005  .012 .004 .006 .049 .463 -.007  -.016 .009 .006 .104 .118 -.002  .020 
Note. DOR = days out of role; DCB = days cut back; IUSC-SI = Intentions to use skills with caller reporting suicidal ideation; IUSC-D = Intentions to use 
skills with caller reporting depression; IUSC-A = Intentions to use skills with caller reporting anxiety.





This study suggests that telephone crisis support workers who are experiencing 
functional impairment related to symptoms of psychological distress are unlikely to 
deliver optimal support to callers. Participants with greater levels of functional 
impairment reported significantly lower intentions to use recommended support skills 
with callers reporting suicidal ideation, and symptoms of depression or anxiety than those 
with lower levels of functional impairment. These results are consistent with the literature 
on helpers in registered professional roles (e.g., medical professionals, psychologists), 
which suggests that workers’ therapeutic effectiveness suffers when they are impaired by 
symptoms of psychological distress (American Psychological Association, 2010; Guy, 
Poelstra, & Stark, 1989; Pope, Tabachnick, & Keith-Spiegel, 1987). Impaired workers often 
display compromised ability to fulfil basic requirements of their role and use their key 
skills effectively, and have diminished resources for coping with difficulties (Sherman & 
Thelen, 1998). There are also adverse effects of impairment on more subtle role 
requirements. Neuroscientific research indicates that personal distress precludes the 
worker’s ability to attend to and resonate with the experience of others in distress – 
requirements of empathic engagement (Thomas, 2013). 
This study has made a unique contribution to the literature. To the best of our 
knowledge, this was the first study to examine whether telephone crisis support workers 
whose functioning is impaired by symptoms of psychological distress are likely to deliver 
optimal support to callers. 
Limitations  
Several limitations of the current study must be acknowledged. Participants were a 
representative national sample of telephone crisis support workers from one organisation. 
Future research is needed to clarify the extent to which these results generalise to 
telephone crisis support workers from other organisations. Intentions to use 
recommended telephone crisis support skills were measured because study parameters 




did not allow the measurement of prospective behaviour. Research indicates that 
behavioural intentions approximate both self-reported and actual behaviour (Sheeran, 
2002; Webb & Sheeran, 2006). However, future studies can be strengthened by recruiting 
participants from multiple organisations, and using TCSSS items to guide observation of 
telephone crisis support workers’ actual use of recommended skills. 
Conclusion 
The results of this study warrant further research to investigate the impact of TCSs’ 
role on their wellbeing, and to optimise their performance and caller outcomes. Future 
research should seek to identify determinants of telephone crisis support workers’ 
functional impairment, in order to inform service training, supervision and support 
strategies to optimise workers’ wellbeing and delivery of support to callers. 
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Appendix 4. Abstract: Suicide Prevention Australia Conference 2013 
Kitchingman, T. A., Wilson, C. J., Caputi, P., & Woodward, A. (2013, July). Help-negation 
among telephone crisis support workers: Impact on personal wellbeing and worker 
performance.  Paper presented at the National Suicide Prevention Conference, 
Melbourne, Australia.  
Telephone counsellors (TCs) provide front line mental health support to callers in crisis. 
TCs often support callers with suicidal thoughts, depression and anxiety, and the caller’s 
experience of the call will influence whether they will seek help from a helpline in the 
future. Despite their important role, little information on TCs’ mental health and help-
seeking behaviours exists – a structured literature search returned 2 papers. This paper 
presents the results of a study that answered three research questions: 
1. Do telephone counsellors experience symptoms of suicidal ideation, depression 
and anxiety? 
2. Do telephone counsellors intend to seek help for these symptoms? 
3. Do service provision intentions vary for telephone counsellors experiencing 
different levels of symptoms? 
A representative sample of 124 Lifeline Telephone Crisis Supporters (TCSs) from across 
Australia took part in the study. Results suggest that help-negation (reluctance to seek 
help as distress levels increase) occurs among TCSs who are exposed to suicidal, 
depressed and anxious callers, and impacts both personal wellbeing and TCSs intention to 
use recommended skills with callers. The impact of exposure to callers in crisis is an 
occupational hazard for all telephone counsellors in the sector. Implications for TC 
training, preparation, supervision, and support are discussed. 




Appendix 5. Abstract: Suicide Prevention Australia Conference 2016 
Kitchingman, T. A., Caputi, P., Woodward, A., & Wilson, I. (2016, July). An integrated model 
of staff education and service support to strengthen the efficacy of technology-based 
crisis services. Paper presented at the National Suicide Prevention Conference, 
Canberra, Australia. 
Within Australia, non-clinical telephone and online crisis support services provide readily 
accessible support without the requirement of referral. Research shows that up to one 
third of callers to crisis lines and half of all visitors to crisis chat services may be suicidal at 
the time of contact. Research also shows that contact with these services reduces caller 
suicidality and facilitates engagement with necessary intervention. The number of 
contacts to crisis support services in Australia is increasing. An increase in contacts to 
technology-based crisis services highlights the need to identify the impact of the role on 
crisis support staff wellbeing, determinants of staff wellbeing in the technology-based 
crisis support context and the extent to which the wellbeing of crisis support staff impacts 
their performance and client outcomes. This paper presents the evidence for an integrated 
model of staff education and service support that is grounded in medical education theory 
and can be used to underpin future research and staff (1) recruitment, (2) training, (3) 
skill assessment, (4) personal development and individual processes to maintain 
wellbeing (e.g., self-care), (5) supervisor training and staff support strategies (e.g., 
learning, teaching and facilitating a reflective practice model for supervision and staff 
professional development), and (6) service support strategies (e.g., organisational, 
personal and professional support strategies that compliment staff supervision).  
 
 




Appendix 6. Abstract: Social Sciences Higher Degree Research Conference 2016 
Kitchingman, T. A., Caputi, P., Woodward, A., & Wilson, I. (2016, November). Telephone 
crisis support workers’ functional impairment related to symptoms of psychological 
distress before and after completing a shift on the crisis line. Paper presented at the 
Social Sciences Higher Degree Research Students’ Conference, University of 
Wollongong, Australia.  
Background and aim: Research indicates that frequent empathic engagement with others 
in distress places helping professionals at risk of experiencing functional impairment 
related to elevated personal symptoms of psychological distress, including the delivery of 
sub-optimal care to patients. Recent cross-sectional studies suggest that this is also the 
case for volunteer telephone crisis support workers. This study builds on existing research 
by examining telephone crisis support workers’ functional impairment related to 
symptoms of psychological distress before and after completing a shift on a crisis line, 
identifying mechanisms of impairment at each time point.  
Methods: A concurrent mixed-methods, repeated measures study was conducted with a 
representative sample of 124 Lifeline Telephone Crisis Supporters (TCSs). Participants 
completed three surveys: 1) directly before; 2) directly after; and 3) one week after 
completing a shift on the national crisis line. Surveys included standardised measures of 
functional impairment and symptoms psychological distress. A subset of 18 TCSs also 
participated in a semi-structured interview exploring the impact of their role on their 
psychological wellbeing and functioning.  
Results: A significant proportion of participants reported functional impairment related to 
symptoms of psychological distress. Significant differences in functional impairment and 
symptom severity were detected, and were associated with different mechanisms, across 
time points.  




Conclusion: The results of this study warrant the deliberate management of telephone 
crisis support workers’ functional impairment related to symptoms of psychological 
distress. Implications for telephone crisis support practice, including the development 
and/or modification of existing service strategies to optimise the psychological wellbeing 






















Appendix 7. PRISMA Checklist (Study 1) 
Section/topic  # Checklist item  Reported 
on page # 
Title  
Title  1 Identify the report as a systematic review, meta-
analysis, or both.  
1 
Abstract   
Structured 
summary  
2 Provide a structured summary including, as 
applicable: background; objectives; data sources; 
study eligibility criteria, participants, and 
interventions; study appraisal and synthesis methods; 
results; limitations; conclusions and implications of 
key findings; systematic review registration number.  
1 
Introduction   
Rationale  3 Describe the rationale for the review in the context of 
what is already known.  
1-3 
Objectives  4 Provide an explicit statement of questions being 
addressed with reference to participants, 
interventions, comparisons, outcomes, and study 





5 Indicate if a review protocol exists, if and where it can 
be accessed (e.g., Web address), and, if available, 
provide registration information including 




6 Specify study characteristics (e.g., PICOS, length of 
follow-up) and report characteristics (e.g., years 
considered, language, publication status) used as 




7 Describe all information sources (e.g., databases with 
dates of coverage, contact with study authors to 
identify additional studies) in the search and date last 
searched.  
3 
Search  8 Present full electronic search strategy for at least one 
database, including any limits used, such that it could 
be repeated.  
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9 State the process for selecting studies (i.e., screening, 
eligibility, included in systematic review, and, if 





10 Describe method of data extraction from reports (e.g., 
piloted forms, independently, in duplicate) and any 
processes for obtaining and confirming data from 
investigators.  
4 
Data items  11 List and define all variables for which data were 
sought (e.g., PICOS, funding sources) and any 
assumptions and simplifications made.  
4 
Risk of bias in 
individual 
studies  
12 Describe methods used for assessing risk of bias of 
individual studies (including specification of whether 
this was done at the study or outcome level), and how 




13 State the principal summary measures (e.g., risk ratio, 




14 Describe the methods of handling data and combining 
results of studies, if done, including measures of 
consistency (e.g., I2) for each meta-analysis.  
N/A 
Risk of bias 
across studies  
15 Specify any assessment of risk of bias that may affect 
the cumulative evidence (e.g., publication bias, 




16 Describe methods of additional analyses (e.g., 
sensitivity or subgroup analyses, meta-regression), if 





17 Give numbers of studies screened, assessed for 
eligibility, and included in the review, with reasons for 




18 For each study, present characteristics for which data 
were extracted (e.g., study size, PICOS, follow-up 
period) and provide the citations.  
14-16 
Risk of bias 
within studies  
19 Present data on risk of bias of each study and, if 
available, any outcome level assessment (see item 12).  
4, 
Appendices 




20 For all outcomes considered (benefits or harms), 
present, for each study: (a) simple summary data for 
each intervention group; (b) effect estimates and 
confidence intervals, ideally with a forest plot.  
N/A 






21 Present the main results of the review. If meta-
analyses are done, include for each, confidence 
intervals and measures of consistency. 
4-7 
Risk of bias 
across studies  
22 Present results of any assessment of risk of bias across 
studies (see Item 15).  
Appendices 
C and D 
Additional 
analysis  
23 Give results of additional analyses, if done (e.g., 
sensitivity or subgroup analyses, meta-regression [see 





24 Summarise the main findings including the strength of 
evidence for each main outcome; consider their 
relevance to key groups (e.g., healthcare providers, 
users, and policy makers).  
7-8 
Limitations  25 Discuss limitations at study and outcome level (e.g., 
risk of bias), and at review-level (e.g., incomplete 
retrieval of identified research, reporting bias).  
8-9 
Conclusions  26 Provide a general interpretation of the results in the 
context of other evidence, and implications for future 
research.  
9 
Funding  27 Describe sources of funding for the systematic review 
and other support (e.g., supply of data); role of funders 
for the systematic review.  
10 




Appendix 8. Search strategy (Study 1) 
Search 1: CINAHL 
1. telephone intervention OR crisis line OR hot line OR help line (Abstract) 
AND  
2. worker* OR volunteer* OR staff* (Abstract) 
AND  
3. stress OR distress OR anxi* OR depress* OR suicid* OR burnout OR secondary 
traumatic stress OR compassion fatigue OR help-seeking OR treatment OR supervis* 
OR service provision OR skill* OR performance (Abstract) 
Search 2: Medline 
1. telephone intervention OR crisis line OR hot line OR help line (Abstract) 
AND  
2. worker* OR volunteer* OR staff* (Abstract) 
AND  
3. stress OR distress OR anxi* OR depress* OR suicid* OR burnout OR secondary 
traumatic stress OR compassion fatigue OR help-seeking OR treatment OR supervis* 
OR service provision OR skill* OR performance (Abstract) 
Search 3: PsycINFO 
1. telephone intervention OR crisis line OR hot line OR help line (Abstract) 
AND  
2. worker$ OR volunteer$ OR staff$ (Abstract) 
AND  
3. stress OR distress OR anxi$ OR depress$ OR suicid$ OR burnout OR secondary 
traumatic stress OR compassion fatigue OR help-seeking OR treatment OR supervis$ 
OR service provision OR skill$ OR performance (Abstract)




Appendix 9. Quality assessment for all included studies, per criterion, in alphabetical order by author name (Study 1) 
 








1 2 3a 3b 3c 3d 3e 3f 3g 4 5a 5b 5c 6a 6b 
Cyr & Dowrick 
(1991) 
Y Y Y N Y Y N Y N Y Y N Y Y N 10 
Dunkley & 
Whelan (2006) 
Y N Y N Y Y Y Y Y Y Y Y Y Y Y 13 
Furlonger et al. 
(2013) 
Y Y Y N Y Y N Y Y Y Y Y Y Y Y 13 
McClure et al., 
(1973) 
Y N N N N N N N Y Y Y N N Y Y 6 
Mishara & Giroux 
(1993) 
Y Y Y N N Y Y Y N Y Y N N Y N 9 
Niemeyer et al. 
(2001) 
Y N Y N N Y N Y N Y Y Y Y Y N 9 
Paterson et al. 
(2009) 
Y Y Y N Y Y N N Y Y Y N N Y Y 10 




Appendix 10. Number of studies scoring a point for quality assessment criterion (Study 1) 
Item Criterion Description n(%) 
1 Objectives Are the objectives or hypothesis of the research described in the paper stated? 7(100) 
2 Study design Is the study design presented? 4(57) 
3a Target population Do the authors describe the target population they wanted to research? 6(86) 
3b Sample Was a random sample of the target population taken? AND was the response rate 60% or more? 0(0) 
3c Sample Is participant selection described? 4(57) 
3d Sample Is participant recruitment described, or referred to? 6(86) 
3e Sample Are the inclusion and/or exclusion criteria stated? 2(29) 
3f Sample Is the study sample described?  5(71) 
3g Sample Are the numbers of participants at each stage of the study reported?  4(57) 
4 Variables Are the measures described? 7(100) 
5a Data sources/collection Do authors describe the source of their data AND did authors describe how the data were collected? 7(100) 
5b Measurement Was the reliability of the measure(s) mentioned or referred to? 3(43) 
5c Measurement Was the validity of the measure(s) mentioned or referred to? 4(57) 
6a Statistical methods Were appropriate statistical methods used and described, including those for addressing 
confounders? 
7(100) 
6b Statistical methods Were the numbers/percentages of participants with missing data indicated AND If more than 20% of 
data in the primary analyses were missing, were methods used to address missing data? 
3(43) 




Appendix 11. Ethics approval (Study 2) 
 









Appendix 12. Participant Information Sheet (Study 2) 
 
Telephone Crisis Supporters’ Wellbeing, Help-seeking and Ability to Support Callers 
You are invited to take part in a research project that aims to identify factors that impact 
the performance of crisis supporters. 
What is this study about? 
The aims of this study are to improve our understanding of whether crisis supporters’ 
thinking about suicide, depression and anxiety impacts their ability to counsel clients, and 
intentions to seek help for their personal symptoms of suicidality, depression and anxiety. 
There are 3 parts to the study survey. Part 1 asks for demographic information such as 
your age and years of experience as a Lifeline Telephone Crisis Supporter (TCS). Part 2 
asks questions which allow you to assess your professional development as a TCS. Part 3 
asks about your personal and professional wellbeing. 
Who is running this study? 
This study is being run by Dr Coralie Wilson from the Graduate School of Medicine at the 
University of Wollongong (UOW), with Associate Professor Peter Caputi from the School of 
Psychology, UOW, Mr Alan Woodward, Executive Director of the Lifeline Foundation, 
Taneile Kitchingman and Tara Hunt, UOW students who will report the results of the study 
in partial fulfilment of PhD (Clinical Psychology) and Bachelor of Psychology (Honours) 
degrees, respectively. 
Am I eligible to take part? 
Paid or volunteer TCSs over 18 years of age are eligible to participate. 
What would I have to do? 
If you agree to participate, you will be asked to complete the online survey, which will take 
about 20 minutes. Completing the survey will indicate that you provide informed consent 
to be part of this study. 
What are the risks and benefits of this study? 
Because the survey asks you to answer questions about suicide, depression and anxiety, 
there is a chance that completing the survey may cause emotional discomfort. In light of 
this, the survey concludes with information about different services that are available to 
you if you are concerned about your mental health. 
The information gathered by the survey will provide the research team with vital 
information about your personal and professional responses as a TCS when you are 
confronted with thoughts about suicide, depression and anxiety. 




Importantly, completing the study survey will also provide you with an opportunity to 
reflect on your personal and professional development as a TCS. In the long term, this 
research will inform a range of services, including Lifeline, about ways to promote optimal 
service provision. 
What can I expect from the researchers? 
When completing the survey you have a right to refuse to answer any question. You may 
also withdraw your participation at any point prior to completing the survey. However, 
because the survey will not ask you to provide any information which may be used to 
identify you, you will not be able to withdraw your responses after you have completed 
the online survey. The responses you give, or your choice to withdraw your participation, 
will not affect your relationship with either the University of Wollongong, or Lifeline, in 
any way. 
All information you provide by completing the survey will be anonymous, and your 
individual responses will be kept confidential to the research team. You are not required 
to provide your name or contact details at any point during completion of the survey. All 
completed surveys will be stored with a computer-generated data file number only.  
A summary of the overall results of the survey will be made available at the completion of 
the study. Study results will be published in PhD and Honours theses, and may also be 
published in academic peer-reviewed articles and conference presentations. Your 
completion of the survey provides your consent for the results of the study to be used in 
these ways. It will not be possible for you to be identified in any report resulting from the 
study. 
If you consent to participate in this study, please complete the survey.  
This project has been reviewed by the University of Wollongong Human Research 
Ethics Committee. If you have any complaints or reservations about the ethical 
conduct of this research, you may contact the Ethics Committee on (02) 4221 4457. 
If you have any questions or concerns regarding this research, contact Dr Coralie 










Appendix 13. Online survey (Study 2) 
 










































































































































Appendix 14. Ethics approval (Study 3) 
 



























Appendix 15. Participant Information Sheet and Time 1 survey (Study 3)
 






































































































































Appendix 16. Offline contact sheet (Study 3) 
 




Appendix 17. Time 2 survey (Study 3)




































Appendix 18. Time 3 survey (Study 3)
 































































































Appendix 19. Interview guide (Study 3) 
I’m going to ask you some questions about your role as a TCS, and how your role 
impacts your wellbeing and functioning. When I ask about wellbeing, I’m referring to both 
positive feelings like satisfaction and happiness, and negative feelings like stress, anxiety, 
depression and thoughts of suicide. When I ask about functioning, I’m referring to the 
impact of these feelings on your ability to support callers on the crisis line, complete your 
other work or study, take care of family responsibilities, and participate in your normal 
social activities. Does that make sense? Do you have any questions before we start? 
1. How did you decide to become a TCS? 
2. What makes you feel good or less good about being a TCS? 
3. What makes a TCS shift good or less good? 
4. How do you feel before starting a shift on the crisis line? 
5. How do you feel during a shift on the crisis line? 
6. How do you feel after a shift on the crisis line? 
7. Can you tell me about a time when your role as a TCS impacted your wellbeing or 
functioning? 
8. Can you think of anything that would help you to manage the impact of your role 
on your wellbeing or functioning? 
9. Is there anything else you would like to share? 




Appendix 20. Interview consent form (Study 3) 
 
Consent Form for Lifeline Telephone Crisis Supporters 
Factors affecting the wellbeing of telephone crisis support workers before and after a shift 
Researchers: Ms Taneile Kitchingman and Associate Professor Peter Caputi (School of 
Psychology, University of Wollongong); Dr Coralie Wilson and Professor Ian Wilson (Graduate 
School of Medicine, University of Wollongong); and Mr Alan Woodward (Lifeline Australia). 
I have been given information about “Factors affecting the wellbeing of telephone crisis support 
workers before and after a shift”. I have discussed this research project with Taneile 
Kitchingman, PhD (Clinical Psychology) candidate at the University of Wollongong. This is part 
of a PhD degree supervised by Dr Coralie Wilson and Professor Ian Wilson from the Graduate 
School of Medicine at the University of Wollongong, Associate Professor Peter Caputi from the 
School of Psychology at the University of Wollongong, and Mr Alan Woodward from Lifeline 
Australia.  
I consent to participate in an interview to be conducted by Taneile Kitchingman about my 
experiences as a Telephone Crisis Supporter (TCS). I understand that some interview 
questions may cause me to experience emotional discomfort, and that if I become distressed 
Taneile will direct me to debrief with my In-Shift Support Supervisor and/or TCS Manager. I 
will also be offered contact details for a range of sources of support for different mental health 
concerns.  
I have agreed to provide an audio recording of my interview for retention for the purposes of 
the study, which will be transcribed verbatim, stripped of personal identifiers and coded by 
Taneile prior to any analysis. I have had an opportunity to ask Taneile any questions I may 
have about the research and my participation. I understand that my participation in this 
research is voluntary and I am free to refuse to participate and I am free to withdraw from the 
research at any time. My refusal to participate or withdrawal of consent will not affect my 
relationship with Lifeline Australia or the University of Wollongong in any way.  
If I have any enquires about the research, I can contact Taneile Kitchingman (02) 4221 4164 
and/or Dr Coralie Wilson (02) 4221 5135. If I have any concerns or complaints regarding the 
way the research is or has been conducted, I can contact the Ethics Officer, Human Research 
Ethics Committee, University of Wollongong on 4221 3386 or email rso-ethics@uow.edu.au.  
By signing below I am indicating my consent to participate in the research. I understand that 
the data collected from my participation will be summarised in anonymous format and used 
for a PhD thesis, a report to Lifeline, journal publications and conference presentations, and I 
consent for it to be used in that manner. 
Signed        Date  
.......................................................................    ......../......../........  
Name (please print)  
....................................................................... 
